MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF 04388 RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Seereree OF DEATH 043 
1, PLACE OF DEATH = 2, USUAL RESIDENCE (Where decoosed lived, if institution, Residence 34 


@. COUNTY e. STATE b. COUNTY 
Carroll MARYLAND Maryland Washington 


Id 


th. 


b. CITY OR TOWN [il outside corporate limits, . LENGTH OF STAYIN 1b || c. CITY OR a, (If outside corporele limits, write RURAL end give nearest town) 
write RURAL end give neerest town) 


|_Sykesvilie __—s——s 36yrr's.6mo. sade Hagerstown 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ‘d. STREET ADDRESS 


_ Springfield State Hospital ¥ 410 Mechanic Street 


. NAME OF First “Middle Last 4. DATE Month 
DECEASED 


OF 
(Type or prin) Bessie Custer Anderson | DEATH 
5. SEX ~ |6, COLOR OR RACE|7. MARRIED [DINever MARRIED [7] | 8 DATE OF BIRTH . 


Female | White wow] _pivorcto[}| October 7, 1880 81 


10e, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | | 


Housework Be. |W. Virginia U, S.A, 


13. FATHER'S NAME |. MOTHER'S sats NAME 


George Custer Annie Coates 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURI 
(Yes, no, or unkown) | (Ifyesgivewarordetes of service)! 


No — | - 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] _ s | INTERVAL BETWEEN 


4 hours after 
by the funeral 


} 


Then please remove carbon papers. Pages 1 and 2 shoul 


ent, within 72 hours 


Nad Deys | Hours 


@ attending physician and completely fil 


or removal, and in 


ng 1. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE cause (). Chronie glomerulonephritis Months 


-transit permit. 


~_ ETO 
Gondl iene; 4 which * «Hypertensive artersclerotic heart disease. 


gave rise to immediete ceuse ac | 


Years.___ 


(e), seting the underlying DUE TO 
ea eu 


oC 


PART jl. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING To TO DEATH ‘BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
PERFORMED? 


Sociopathic personality y disturbance » antisocial reaction. ves No Ed 


20a. ACCIDENT WAS UNDERLYING [1 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert It of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ean (rir, While Not While fectory, street, office bldg., etc.) i 


19 et work [_] et work [7] : 
21. 1 certify that (I) (this hospital) ee the deceased from........ 9-25, 1925, to. R:, that (I) (we) last 


saw the deceased alive on.. oe 4 and that death occured yA 20 Om the causes and on the date stated above. 


a ~ 22b, DATE 
ATTENDING STAFF SIGNED 


m.p. | PHYS. oO DIRECTOR OD pays. OF 4-44-62 


~ | 22d, ADDRESS 


a) “ia det Campo, Ve __ Springfield State Hospital, Sykesville, Md. 


CREMATION, | 23b. Te pes ‘2h 23g. NAME OF CEMETERY yey “CREMATORY 23d. LOCATION City, town or county), 
(Specify) H/é / y Z = “We, 


VR AIS (4) 24 ALJERAL DIRECTOR’: s SIGNA E ADDRESS 250, a: sp inks: R | 25b. REGISTRAR’ Ss SIGNATURE 


a fants red SPR A Step es 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20f. County (Stete} 


MEDICAL CERTIFICATION 
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director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, cremation, 


death. Pag: 


TO HOSPI' 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
04383 CERTIFICATE OF DEATH neg. bin, we, 04385 


ll 


~ ce 
& 3 : ie PLACE OF DEATH = escay RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 £3 oe) C2 , iL MARYLAND b. COUNTY 
£ x rf b. CITY OR TOWN (IF autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If @tside carporote limits, write RURAL and give nearest town) 
3 8 RAL and give nearest tawn) oy ¥5 S 
a = he (ga. fA/L27PPELL2, 2 Lega a Lid. 
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of I (Type or rin VY te DEATH Lt fo 4, 19 A Zz 
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F-Fs wiboweD [] bivorceD [] 
10g. USUAL OCCUPATION “ecle kind of work done] 10b. hed OF at ee OR irs 1 IRTHPLACE (State or foreign cauntry) 
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13. FATHER’ 
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§ DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL tO) NO. INFORMANT 
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pee” ¥ 
3555 & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town County Stote] 
°° eu] uv ty ) ( ry) { ) 
3 re go 3 Hour a.m. While Not while factory, street, affice bldg., ete.) | 
BESS = p.m, 1 lot wer [aloha ' 
g,es 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(08390 atten ¢ SERTIRIGATE, OF DEATH 04386 


= 


gave rise 10 immedieie cause 


(eo), ste DUE TO 


a the underlying 


te)_ 


“PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING "TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19, WAS AUTOPSY 


Zz 
| PERFORMED? 
O}% C.B.S, with cerebral arteriosclerosis without porveth cera fatetc i Yes No X] 
& | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier neture of injury in Part | of Pert Il of item 18.) r 5 
| OR CONTRIBUTING [] CAUSE OF DEATH | 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER)) 
s 20c. TIME OF INJURY Month, Day, Year| 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 207. (City or town) (County) (State) 
3 Hour a.m. While Not While factory, sreet, office bldp., etc.) | 
= aon 19 at work [ ] et work [_] : 


. L certify that (I) (this hospital) attended the deceased from.......... 


‘CTOR: After this certificate has been signed by tf 


director, page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, 


in -) ee ee 4=26-...., 19.2, that (I) (we) last 
AnD On.19. 62. » and that death f eeenel 311220 Rate causes and on the date stated above. 


B E8 
gS £3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, If institution: Residence before admission) 
vo 24 . COUNTY a. STATE b, COUNTY / 
3 ga Carroll anytann_ 4 Maryland__"_ Balto, Git 4 
Cae (eee b. CITY OR aoe (if outside corporate limits, ] ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN ({lPoutsida corporala limits, writs RURAL and give neerést own) 
xt. 5 RURAL and give neerest town) 
SOs: | “sykesviiie layr.tmo.days..|_____ Baltimore 12, Bol 
= 65° d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stroe! address) “4, STREET ADDRESS @. 1S RESIDENCE 
so=s2< } ON A FARM? 
ad J 
eer’ _._ Springfield State Hospital _ | 4600 Marble Hall Road ves [] No [ot 
2 58a 3. NAME OF First Middle last | 4 Pee Month Dey “Yeer . 
3 6 ah DECEASED 
g gos p DrerereraD Emma ___ belle Brown | BEaTH «SMhpril. 26 19°62 
= 5. SEX ac ] | 
3 28 : 6, COLQR GR RACE|7, maRRigD [] NEVER MARRIED fff] | 8. DATE OF BIRTH iE ae uneee Wea — ate 
ye 8 i _Female FérkdlYe'/ | woown CT] pivorceo [] | February 8, 1879 83 on. | 
$$ ass We. USUAL OCCUPATION (Give kind of work | 10, KIND OF BUSINESS OR INDUSTRY | Ti. BIRTHPLACE tesiary & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= od g = done during most of working life, even if retired) | | 
g Bee _ Saleslady BUYER | Stewart's Maryland _ U.S.A, 
ee ae 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o Je 
$ 582 Alexander Brown |_Mary L, Bailey 
© §§— TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT ” Zc Address = 
£ F =: (Yes, no, or unkown) | (IFyesgive wer ordetesot service) 
Eee ae _No is - 215-03-2141 | Springfield Hospital records. ' = 
Ps ¢ “18. GRUSE OF DEATH [Enter only one cause per line for (e}, (b), end (e).] INTERVAL BETWEEN 
£ 5 PART 1. DEATH WAS CAUSED BY: t ONSET ANO DEATH 
iB : : IMMEDIATE Cause (e) Arteriosclerotic heart disease with failure Years 
£ 1/).0-0 DUE To 
z cobliens) a hy. whieh ,, Generalized arteriosclerosis Years 
2 (b) a 
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be retained by the hospital or attending physician. 


saw the deceased alive on.. 


Ee TURE a 22b. DATE 
aX 4 f olin Le! CO mo. ms DinecroR Oo mas, ie 4-272 ae 
Hoa AN’ a «22d, ADDRESS . - 
ac [ a Agustin del Calais, Ob Springfield State Hospital, » Sykesville, Mi. 
g< a PE BURIAL, CREMATION, Bb. “DATE THEREOF 23. NAME OF CEMETERY “OR - CREMATORY sh 23d. TOCATION (City, 1 ~ (Stete) 
a o (Specify) | 
ove BURTAL 4-30-62 Mt. Olivet Cemetery 2930 Frederick Avenue 

VR AIS (4) , 24 FUNERAL DIRECT FUNERAL DIRECTOR’ s SIGNATURE ADDRESS 25a. REC'D BY RESIST 2Sb. REGISTRAR’S SIGNATURE 

15m 7/61 Wm. pina Inc. ’ deny St. eu Street, ESDEteEre nae J 


MARYLAND STATE DEPARTMENT OF HEALTH 
84391 STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0438'7 


—_— 


f, 


s &2 
s = - : = - 
3S 28 1. PLACE OF DEATH ~ 2. USUAS, RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
- 2 5 a, COUNTY a. ST. b, COUNTY 
3 2% Carroll __sMAnyLAND || Via ryland Carroll 
el el b. CITY OR TOWN [if ouiside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR $i {if outside corporete limits, write RURAL end give neerest town) 
x. i write RURAL and give naerest town} P 
Ni: Imo, 6dys. ||“ ‘Mt. Airy 
2°29 ‘a » | d, NAME OF HOSPITAL OR INSTITUTION (if not in hosplial, give street eddress) | d. STREET ADDRESS “Wik Bae’ 
3 ees |S | A FARM? 
32 $s2 / p-wanprenefield State Hospital above ~ ves [] NO DE 
£ Ska 3. NAME OF First last 4. DATE Month Dey ‘Yeer 
3 ash DECEASED | | OF 
aD es _Mlype or rin) Hubert Perry Burdette | =A™ April 2, 19 62 
See 5. SEX ‘]6 COLOR OR RACE 7, yaprieD [NEVER MARRIEO [] | 8 DATE OF BIRTH ]9. AGE (In years |IF UNDER YEAR) IF UNDER 24 HRS, 
ee ee cS aed Months) Deys | Hours | Min, 
oe Sa Male White wioowen [_] orvorceo [ | May 22, 1898 | 
= 4% $ Ta. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
aed 2 < done during most of working "6 even if retired) { 
§ £88 Owner of Ins. Co, __ Insurance Maryland | _U.5.a. 
a = gs 13, FATHER’S NAME 14. MOTHER'S MAIDENNAME z 
¢ £27 
[apes 
3 Da Willian H. Burdette Beda C. King 
° £ 1) 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO. | 17. INFORMANT Address ve 
<4 oe g oe or unkown) | (Ifyes give weror dates of service) 
E222 _tes W.W. I | 216-14-6403 | Springfield Hospital Records we? E 
Se>PEt “| 18, CAUSE OF DEATH [Enier a for (e), (b), end (c).] INTERVAL BETWEEN 
S255 PART I. OEATH WAS CAUSED BY bw Boca 
BSB ee IMMEDIATE CAUSE ‘e)__ Mesenteric thromb P Hours 
Sé555 
rears DUE TO 
2P eft oe ae rt 
BEszE uae s ony, whi Arteriosclerosis Years 
ea pe ia ; epee 
= Euag (e}, steting the underlying (OVE TO 
a 52's couse last __Bronchopneumonia_ ~. 2 Deys = See 
at aes z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. ve AUTOPSY 
mSsge 912 — ss PERFORMED? 
OG $8 , IE 
ae £95 s(C.B.S. assoc. with cerebral arteriosclerosis. ves fe] NO [] 
Ee $25  [20a. ACCIDENT WAS UNDERLYING (J | 206. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18.) 
gesa & | OP CONTRIBUTING [] CAUSE OF DEATH 
Pas G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
> 
Qape? 3% |a0c. TIME OF INJURY Monih, Day, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, (County) (Stee) 
As<ss Fay Hour @.m While __ Not While factory, street, offies bldg., etc.) | 
oo 3 
Peas. 2 ‘dee 19 ot work [] et work [_] f 
aes 
2 
ORS 21. | certify that (I) (this hospital) attended the deceased from.......... 220%... 19.62 to.........A92......., 1902, that (1) (we) last 
OZ 
een38 saw the deceased alive on 2 6219 wong and that deeth occured al. PM, from ihe causes and on the _date stated above. 
NB ~ —— ae 
226. SIGNATURE 22b. DATE 
D>: © ss we v 2 ATTENDING STAFF IGNEO 
ar se EST a Arne 3 mo, | Pas. = EY SIRECTOR 1 Pas. 4-3 
H oa a3 | 22e, ri en i = . == + “92d, ADDRESS Ao 
NAME . 
ed 33 (yee) Adnant Sonmez »M Dy. | Springfield State Hospital, Sykesville 
On558 als = = = phe ereabeen pre peertst Hebets ppt pees cee 
€R ge 23a, BURIAL, CREMATION, | 236. DATE THEREOF 23e, NAME OF CEMETERY OR CREMATOR 23d, LOCATION (City, town or county) (rete) 
ns 
s 3 REMOVAL _(Specity) 
ovoe 
B 


Burial _—s|Apr. 5,1962 


Pine Grove Cemet t. Airy, Carroll Co.., Md. 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a, REC'D BY REGISTRAR 


CP. M, Waltz,Box 241, Sykesville, Md. loan APR6 _'62 


VR AIS {4) \N 25b. REGISTRAR’S SIGNATURE 


15M 7/61 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


04392 CERTIFICATE OF DEATH 04388 


3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where decected lived. If institut idence before admission} 
: 2. b. COUNTY 

5 CAR Robt. marrow |" ERY LAM CARROLL 
re b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote lim ite RURAL ond give nearest town) 


RAL and give nearest town} 


YEW WIWDS6 fe YERRS \AWEW Wi dS 6 R BURG L 


d. NAME OF HOSPITAL {If not in hospital, give street! oddress] NM STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION l ON 


wo 88 
(2 a4 


Pages | and 2 shavid be filed with 


~ 
LLOQ PME OLD PIKE YEO NOt 
3. NAME OF First Middle lost 4. DATE Month Day Year 
(Type or print} V, ELMe Gi VA DEATH ZL AS 9 OB 
S. SEX 6. COLOR OR RACE |7. MARRIED fe NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
lost birthdoy) 
WIDOWED iad ovorceo] |AUG 26 - 17a x 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


PE LALR IS7A KtAD YL Od 1? 
13. FATHER'S NAME 44, MOTHER'S MAIDEN NAME 
| 
I PIBTTAE DIEM L 
1s. WAS es IN U.S. CAL yy 16. SOCIAL SECURITY NO. |17. INFORMANT Address FID 


“YES WW 33 4-05-% a CAlY WEW VIN DS6R. jultee 


1B.” CAUSE OF DEATH [Enter only one cause per line for (0), {b), ond (c)-] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: s Ke 
IMMEDIATE CAUSE (o)_. Clim aes Lt gant Fick aie 


Then please remave carbon papers. 
, and in any event, within 72 hours after death, 


NDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after 
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= = 200. ACCIDENT WAS UNDERLYING D1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port |! of item 1B.) 
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5 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 s Pel he = ee ee ee ee ee See 
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ie a Hour 0. m. While Nel She factory, street, office bldg., etc.) | 
54 = p.m. 19 Jot work [] of work (] ' 
aS 21.1 certify that (1) (this haspitgl) gttended the deceased fram.Ad | tO Wel to AUS , 19.2. thot (1) (wo} last 
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R: After this certificate has been signed by the attending physician ond completely filled in by th 


page 3 shauld be detached for use as the burial-transit permit. 


the State Baard af Health prior ta burial, cremation, ar removal 
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Conditions, if any, which (b). Bcamnary arteisrcGaoris Me hick Bossy q Aalleces { Ey 


Geva rise to immediate cause 


(@}, stating the underlying ( DUETO {Aum =f Bae et 
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“PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 rok 
eee ee eS PERFORMED? 


2 * : YES NO 
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(IF EITHER, NOTIFY MEDICAL EXAMINER) 
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20d. INJURY OCCURRED 


While __Not While 
at work at work [_] 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour e.m, 
p.m. 


MEDICAL CERTIFICATION 


19 
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. and that death occured at... ayh from the causes and on the date stated above, 


¥ 3S 
a 3 LiKe |—— =< - — = 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
ose haere u a, STATE b. COUNTY 
ie 3 arro, a ea i ee ing B 2 
iu weet b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, eecdenach neerest town) 
<a: write RURAL and give nearest town) 
Syk 1 Aly Vie: 

ge | Sykesville = rmont., Route LOR 
= 3 as } 5 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ||. Thur TASDRES #1 “TS, RESIDENCE 
ER " ’ | iv we 
Sn See + $ppinefield State Hospital i | ; Na 
i) ee aa Bhai ae First Middle lat 4, DATE Month Dey “Year 

ora OF 

$ a ae {Type or print) c DEATH 19 

ce ss S enn ___S— Panic) i= = ase y i, 
8 ie iS S. SEX 6. COLOR OR RACE) 7_ juarRieD [-] NEVER MARRIED [_] | ® Rao a oy aad Pas IF UNDER 7 YEAR| IF UNDER 24 H 

ei. % Months] Days | Hours Mi 

2 hg Sz ke Male White WIDOWED kl pivorced [_] 4 8/2/93 |! yes. | Se a 
8 ss ¥Gs, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) ZEN OF WHAT COUNTRY? 
= 230 ] done during most of working life, even if retired) | Fairchild Cor 
§ 28 laborer. __ Ps Maryland = U.SeAe = 
= = $2 13. FATHER'S NAME ‘14. MOTHER'S MAIDEN NAME 
= o 
Ss eo 
S 5a2 
$ Bak John HE, Carty Nettie Weddle 
e028 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address *. 
£ Re (Yes, no, or unkown) | (ifyes give warordatesof service) s 
2.2 no 220-16-0828 Ppringfield State Hosp. Sykesville, Md. 
Ba =e Se eras = 
pat je 3 “V8. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c). > NTERVAL BETWEEN 
ie PART |, DEATH WAS CAUSED BY: \ M e > gah Soil 
228 ane IMMEDIATE CAUSE (2) _ Brew! Ce) Ayacordas. “ Aas on ‘es hours —.. 
£ _k DUE TO 
= » 
a 
o 
oe 
= 
= 
13) 
= 
E 
a 
Le) 
EF 
a 
i 


retained by the hospital or attending physician. 


TOR: After this certificate has been signe 


TT 


director, page 3 should be detached for use as the burial-transit pert 


saw the deceased alive on... 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


22e. SIGNATURE A -— Dp atone die: 22b. DAT 
ata = Dm pias a AY mp. | PHYS. ita BineeroR oO Pays. id 4/7/62. 
Ss 22e. PHYSICIAN'S a - . | 22d. ADDRESS ‘ eS ae 
Bou / NAME (Type) 
ae | Adnan Sofie 2 —___. —__ Springfield State Hosp....Sykesville,Md. 
mg fh 230, BURIAL, She oee 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ~ | 23d, LOCATION {City, town or county) (State) 
ee hid 6 j are li 11-62 T Blue Ridge eee Thurmont, Maryland 


25a, REC'D BY REGISTRAR 


loare APR 1.1162 


ADDRESS 


ee Ma. 


2Sb, REGISTRAR'S SIGNATURE 


Cuttin Pca __ 


vr als (4) YNERAL DIRECTOR'S SIGNATURE 
ISM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 04390 


Sq 


‘SD. ¥ 
s 22 = ——— 
= 33 1. PLACE OF DEATH J USURIMEA DENCE Whew docened lived, If institution: Rasidence betore edmistion) 
2 FC Cuny ¢. STATE b. COUNTY 
s ar MARYLAND Maryland - Carroll 
5 © 
2 = b. CITY OR TOWN lif outtide corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR arnt {If outside comporele limits, write RURAL end give neeres! town) 
i wrile RURAL = give nearest town) 
aE s Rural Sykesville Life A Rural Sykesville et 
Pa x wurad NAME OF HOSPITAL OR INSTITUTION (if no! in hospitel, give street eddress) 1] & STREET ADDRESS «1S RESIDENCE 
e 
3 Old Liberty Road Old Liberty Road ves [] wo 
. NAME OF ~ First . ‘Tat 4. DATE. Month Dey Yeor = 
‘el DECEASED OF 
s type” Sonaae Marie Cocke Pera ya 5 9 62 
= S. SEX 6. COLOR OR RACE/7_ waRnieD [ikRever marrien [5] | & DATE OF BIRTH T Cll oft 133 TAG {in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 tk A r Sik | eee) “Deys | Hours | Min. 
a hit WIDOWED DIVORCED p/ yrs, 
€ 2 -_ 
g We. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR INDUSTRY | 11. atl 87} founty & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 done during most of working life, even if retired) 
= Home U.S.A. 


~ | 14. MOTHER’S MATDEN NAME 


Agusta Wolff 
17. INFORMANT Address 


Mrs. Ollan Reynolds Sykesville, Md. 


a INTERVAL BETWEEN 
ONSE: ANO/DEATH 


tak. e- 4\ ee po) 


j a DUE TO / 
Conditions, if eny, whfeh (b) a ‘ ReCLA-O 
geve rise to immediete cause — ~ 
(e), steting the underlying 


a. 
13, FATHER’S NAME 


Valentine Holhwey 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO, 
(Yes, no, or unkown) | (Ifyesgivewerordatesof service) 


NO = 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 


-transit permit. Then please remove carbon papers. 


DUE TO 


{¢) I 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATABUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle) 19. WAS AUTOPSY 
PERFORMED? 


= ves [] no 


2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Pert | or Pert Il of item 1B.) 


O 


200. ACCIDENT WAS UNDERLYING [] 
OP CONTRIBUTING [-] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘2De. PLACE OF INJURY (Home, ferm, | 2DF. (City or town) {County) (Stete) 
factory, street, office bldg., etc.} | 


2Dd. INJURY OCCURRED 


While Not While 
‘ot work et work 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


9 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the death certificate be executed wi 


retained by the hospital or attending physician. 


Ztrat (1) (we) last 


itgl) 21%. the deceased fro: 


TOR: After this certificate has been signed by the attending physician and completely fil 


director, page 3 should be detached for use as the bu 


21. I certify that (I) (this h 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


i>] 
rs saw the deceased alive on. Dr and that dea ff causes and on the date stated above, 
3 = 226. DATE. 
ay ATTENDING MED, STAFF SIGNED, 
ta 2ia fi mp. | PHYS. piRECTOR ["] PHYS. 
nos | 22c. HAS J 
ae 8 _ ete Wm, E. Martin M.D. , HAA : . 
Bie ey Pres Tal eis 2b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tow or county) (Stet 
fe) ci * 
o%e ‘iat 4-47-62 Lake View We Park Sykesville, Maryland 


2Sb. REGISTRAR’S SIGNATURE 


ee 


25a. REC’D BY REGISTRAR 


vate APR 1 9 es 


VR AIS (4) 24 Fi ede DIRECTOR'S SIGNATURE DRESS. 
ISM 7/61 \ Mel. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
& CERTIFICATE OF DEATH 04391 


1, PLACE OF DEATH 


fiX; (aa A R R (a) LL MARYLAND 


b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || 
write RURAL end WV town) 


py |\WESTMIAS TER 14 DAK 


— 


2. USUAL RESIDENCE (Where deceasad lived, If Institution: Residence before admission) 


“Marevann "9" CARROLL 


“e, CITY OR TOWN (If outside corporate limits, writa RURAL and give neerest town) 


AT WESTMINSTER 


cd 
coy 
& 
ct 


‘ours after 


th 


9 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street addrass) | ] d. STREET ADDRESS Je. Eanes 
CARROLL CO.GEN. HOSPITAL, 72 LL} BERTY Sil ves Eno 
ER NAME | OF First Middle Lest 4 DATE Month Dey Yeer 

(Type oF print) E V¢EWE i Couc 4 | DEATH APR IL 4} 196 ya 
5. SEX [6 COLOR OR RACE/7, maRRIED [EPNever MARRIED Oo | 8. DATE OF BIRTH ]9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


M A LE = Wit iTE WIDOWED [_] DivorcED [| Wa Zz S- is7blg 6 rae pe | me | a 


10. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR ray al Tl, BIRTHPLACE (County & State, or 3 country) 12, CITIZEN OF WHAT COUNTRY? 


any event, within 72 hours after dé 


|, cremation, or removal, — in 


done duf}g most king life? if retired) 

Sic: aa | 1 OE fae sf 

13. me wy . ie MOTHER'S MAIDEN NAME a 
icf ALOLOVL 1 QeafGcdort a 

15. WAS eae. ER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO aby pT Addr ‘ 

(Hie, or Ween rf ve Jamie (Lis ji ib howe, OF “Ve Fae thi | 4 

Sn ipa! 5 Y~ Cin YL cece, pA sbedt Y 


18. CAUSE O| sete [Enter only one cause per line for (a). (b), end (c).) INTERVAL BETWEEN 


bee BRE R EL VASCULAR HE eRe n se 14 DAYS 
Sehr any, which ee A , ARTE RIGSCLE 120 TIC CARD ra) VASCULAQ IS. Sede’ 


gove rise to immediets cause 
(0), steting the un: 9 
couse last, (e) 


19. WAS AUTOPSY — 


IAN: The law requires that the death certificate be executed within 


retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in Cy 


et work [_] et work [7] 


ae the i from. 
eed that deat Y setted ab 


p.m. 19 


0 z PART li, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e) 

5 PERFORMED? 
13) s ves []_No Wl 
rq = |20s. ACCIDENT WAS UNDERLYING [] | 2b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Part I or Pert Il of tem 18.) . +1 
BE & | OR CONTRIBUTING [] CAUSE OF DEATH 
oa B | (lf EITHER, NOTIFY MEDICAL EXAMINER) 

9 3S 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~~ {County} ~ (Stete) 
& a eres Whil Not While | factory, street, office bldg., etc.) | 

Qa = 

a 

i 


at (1) (wre) last 


2. 1 certify that (I) (# en I$ 
M, from the causes and on the date stated above, 


TT 


E 


saw the deceased alive on. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 


be filed with the State Dept. of Health prior to burial, 


ames ATTENDING STAFF ee ai 

ee, sae, Tm: fr “mo. | PHYS. [ae Beton pays. [1] > 4-4 -b -b 
xo | 2ae. PHYSICIAN'S 22d. ve Dé Ron. Dp 
ze eh LL. welrwen WEP iy Le “MAR /AND 
ge Zio, BURAL: ey 7 DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY aye "LOCATION (City, tgwn or county) 
ae lee ee 1-6 Dksclpiee Mittheded| Gélrall 0 Gi 
" me mmr "SIGNATURE ‘ADDRESS _ 25e. REC'D me REGISTRAR | 25b. REGISTRAR’ SpSIGAIATURE 

eae h We ieee Nees. ‘uri 0-4 “y ¢é BAY aPR 9 | ‘62 cals 


a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
04396 CERTIFICATE OF DEATH aes. din. NAIA BIZ 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 


RRO. foot MARYLAND “MRRYZAN, * SN CPR CLES 


+f 
b. CITY OR TOWN (If outside carporate limits, write - LENGTH OF STAY IN Ib c. CITY OR TOWN (If cutside cdrporate limits, write RURAL and give nearest town) 


rane ‘and oy ran a) 3c UR hes Bz WESTM INS TER 


h. Page 4 
Bral directar, 


Pages 1 and 2 shauld be filed wi 


© 


TER, 


a NA more ton {If not in hospitol, give street oddress) d. STREET ADDRESS or . Ig RESIDENCE 
28 JoHN ST 32S SOHN T. yes] NOE} 


3. pce 4 First, Middle Lost 
feorn PRULINE BERDIE DOBSON 


5. SEX 6. COLOR OR RACE | 7. MARRIED (Gstver MARRIED [] | 8. CATE OF BIRTH 


FEMALE WHITE |woowog pivorceo ] LEC. / 7 19/2. 7 


100. USUAL OCCUPATION, (eae kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY / 11, THs (State ar foreign country) 


CHECKES even if “AP UPER. —-MARK BUR 
14. MOTHER'S MAIDEN NAME 


@ CHPRLEC Y. STREVIG- DAISY Li CARR. 


4. DATE Month Do: Year 


Ken FPL 18 we 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost birthdoy) [Manths] Days | Haurs| Min. 
yrs. 


12. CITIZEN OF WHAT COUNTRY? 


Ae 


ee eee aia we ee ae ee ee ah 16. SOCIAL SECURITY NO. INFORMANT Address S AM Ee 
— _| “"—— bre -27S|R ust put oP OBS ON” ADDRESS 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (¢). 


prams Peete oo 
8) ¢: fa To 
Conditions, if any, Yani 1 8 a Vy hicrner 


INTERVAL BETWEEN 
ET<AND DEATH 
r 


Then please remove carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


been signed by the attending physician and campletely filled in by the f 


ING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after 


< tt E: 
E gave rise ta immediate 
& couse {0}, stating the under- ( OVE TO 
ery lying cause last. {e) 
Bes wes Panr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (c}[19. WAS AUTOPSY 
> fg e 
= 3 yess) no 
2 = 200. ACCIDENT WAS UNDERLYING C1 ]20b. DESCRI8E HOW INJURY OCCURRED. {Enter noture af injury in Part | or Port II af item 18.) 
BS & JOR CONTRIBUTING C] CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Dy, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Hame, form, | 20f. (City ar town) (County) (Stote} 
5 8 oan aca Mite Not while factory, street, office bldg., etc.) | 
c is Pim. lat wark [[] at work [7] 3 4 
3 21. I certify that | attended the deceased fram.__________-_______, 19@_4_, to. Lat J 1%eSthat | last saw the deceased 
alive: Oni gga eee. ¢ 196 %—wad that death accurred at%.d_#I*M, fram the causes and an the date stated above. 


may be retained by' 
TO FUNERAL DIRECTOR: After this certificate h 


DATE SIGNED 


(] ADDRESS (Street, city ar tawn, stote} 
Sonar Yin 
SIGNATURE WELLL L coe MD. YW <os 


| | jews Srmes V~ MARsH Wesronmsren My __ 


page 3 shauld be detached far use as the bur 


TO HOSPITAL OR AY 


j\_ [?20. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, tawn, ar county} (State) 
{ REMOVAL (jgeqfr) 4 D C 2 > 
.\ LBUR TAL b KRIDER METERY WEATM/IM TER RD AMP 
{\A\ [2g FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a. ibe by REGyaRAR Dab, REGISTRAR'S SIGNATORE 
VS ANS (4) R4 Otlua £ Kiana 
15M 9/58 


WL. § auto). Naruse 7 
Y/ Voy 


7 e— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


RURAL ond give nearest tewn) 


WW LAD LLEEPLO2 


® 


ae 


. © 
we 04397 ee 
& 3 es 1, PLACE OF DEATH 2, USUAL RESIDENCE: (Where deceased lived. If institution: Residence before admission) 
oS ay 9. COUN MARYLAND 9. STATE b, COUNTY, 

= b. CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN 1b 


CE es Pete aioe write RURAL and give neares! town) 


IES ue 


2 3 x a. ST ad ta (If not in hospital, give street address) d. STREET ADDRESS e. bye 3 

° bag 

$ FS P+ Lt Sprtle Sf L¢ ld ApLL1 Sj ves] NOL} 
2 5 3. NAME OF First Middle Lost 4. DATE Month Year 

a 35 type rpin) PRROLL FOUHRMAN LRISCOLL | San ALR/L = 1962 
£ > 

3 o 

- So 


5. SEX 6. COLOR OR RACE |7. MARRIED E] NEVER MARRIED . DATE OF BIRTH 9. AGE a yeor [FUNDER VEART FUNDER 24 HRS. 
4 jas}.birthdoy) [Months] Days | H Min. 
wipowep [1] Divorced [J LS, SV i a o yrs. ae ‘ 
103. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY |} LCE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
duging most,of working lifg, aven if retired) 
tli Datlyay Deng bite. > Shel | SG. 
13. FATHER'S NAME 5 1A. MOTHER'S MAIDEN-NAME 


§ Ba 


JAZZ 


~ Address 


py, AS DECE SEDEVER IN v, S. ARMED FORCES? [16. SOCIAL SECURITY NO. INFORMANT 
fo m0 yorunknown) 08, oye W 
Sia pte pect 


op LA 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), ond (c}.] 


IMMEDIATE CAUSE (a). 


INTERVAL BETWEEN 
"LOCA AND DEATH 


Then please remave carban papers. 


\ PART I. DEATH WAS CAUSED BY: 


Canditians, if any, whi 


gove rise ta immediate 
couse (0), stoting the under- 
lying couse lost. (c) 


Syne 


19. WAS AUTOPSY 
PERFORMED? 


yes] NO 


ficate has been signed by the attending physician and campletely filled in by the f 


(State) 


ING PHYSICIAN: The law requires that the death certificate be executed wi 
|, crematian, or remaval, and in any event within 72 haurs after death. 


After this certi 


21. | certify that | attended 


the, deceased from ya i_ 
aS ed, eS that death eet ce ai 


- WIS 


page 3 shauld be detached far use as the burial-transit permit. 


< 

5 

2 0 ra Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 
ES U |e 

4 $ 

2 = | 200. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port II of item 1B.) 

a3 & | OR CONTRIBUTING L] CAUSE OF DEATH 

& © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

‘) & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) 
im a Haur a.m. a While Nat while factary, street, affice bldg.,, etc.) | 

a = p.m. ‘at work at wark 

a 

3 


= 1% ‘Dust | tast saw the deceased 


2 , 
ba Be alive on , = PM from the causes and an the date stgted abave. 
° = v . ADDRESS (Street, city ar town, stote) Ly 
nev 2 
2 8 ae ACTUAL 7 | 
apes SIGNATURE Miby eee 
Ofazea 
Zs 5 PHYSICIAN'S = 
Zigit rae D gE rn EE SEW) ENS. WS 
SSO 'D 72a. BURIAL, CREMATION, | 22b. DATE AHEREOE E OF CEMETERY OR CREMATORY 22d. LOCATION (City, Jown, ar caunly) tate) 
2 a2 5 REMOVAL (Speci (Gi oe, Z 5 VE fl’ y e 
ofoe= Lt nA LEME? EPR Ae \ Seth, f/UL 2/71 ptzaL Zi 
- oF 23. 4 INERAL S Dazh '$ SIGNATURE ADDRESS a. JeC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) Bi . FUiasads 
15M ve L& Meza P\vateaPRG '62 Onlun f, 
(ee 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


© 
a 9 CERTIFICATE z BEATH 04394 
4 8 iF Rigen DE. 2. Usui RE! INCE (Where deceased lived, If institution: Residence before aqrigio®) 
2 = e a. STATE cL "4 b. COUNTY 
s 2 LOE “A MARYLAND s4 - 
. b, cries ar (N (if outside corporata limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside core@tale limits, write RURAL ‘and give neares! town) 
write ang:gi¥é gearest , 
a : VON PLLEs peel Ly fe OLE, Zypl 
d. NAME OY HOSPITA} OR INS E . E 
C2 Den ION (if not in 2E3 Dive streal address) , STREET ses me yy 3 Is RESIDENCE 
ey ea ae Sake ves [] No E] 
3. NAME OF ac oe alae es Yoar 


DECEASE! 
ivseer stan Dies Eh tae 
5. "7 6. COLOR ORRACE| 7, MARRIED PR] NEVER Fi tani [| & DATE oF aikth 


LC wipoweo[] _bivorceo [] F- es 4 ¥. 


Wa, USUAL OCCUPATION (Give kind of work IDb. KIND OF BUSINESS OR INDUSTRY 
done during most of working lifs, even if retired) 


13. FATHER'S NAME. oo 
-< 4A Unknown 


TSDWAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
es unkown) | (Ifyes give weror dates of service) 
a 


Hours 


ren Days 


Vi, BIRTHPLACE ie seg Staly, or foreign country) i CITIZEN OF WHAT COUNTRY? 


14, MOTHER’ Ce. NAME ot mg 
Lf <-€ a,  OFERS 

17, INFORM. > S. Address 
Fe da & Qe = 


in any event, within 72 hours after death, 


igned by the attending physician and completely filled in 
i-transit permit. Then please remove carbon papers. Pages 1 and 2 should” 


‘TENDING PHYSICIAN: The law requires that the death certificate be executed within 


retain 


2 
rf 
€ & | | 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and us a Pare 
ND DEA 
. PART |, DEATH WAS CAUSED BY: Ce Wh eal YY) 
gy ae IMMEDIATE CAUSE (a) MAL han oy Set hen =; 
= } 
anaes t DUE TO S96 
gee? 7 wh eC Le ‘ zl | 
fete : wo Lt gyh Lltarpre , (flaw athe aes 
Be 3 5 gave rise to imme | 
2° s_. (a), stating the underlying f CUETO 
ees (e) a VA a hi 
- 2 A r4 lh OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT | RELATED TOT THE TERMINAL DISEASE C CONDITION GIVEN IN PART Ke) 19. ITOPSY 
BS 6) re as PERFORMED? 
ge ol | 2 om: lvs no T] 
a2 § & ye es 25 UNDERLYING [J] 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) 
my & | On CONTRIBUTING [) CAUSE OF DEATH 
£2 & J UF EITHER, NOTIFY MEDICAL EXAMINER) 
3s S | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 0c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
4 s H Whil Net Whil: factory, street, office bldg., etc.) | 
a jour a.m. ile lot While i a eg tes) 
3< g che 19 [etwork [] at work] | 
ce) 
a 


. I certify that (I) (this hos ie snip thi Sigs from. 3 to i » that (IY (we) last 
.-, and that death occured af.etM, from the causes and on the date stated above; 


director, page 3 should be detached for use as the burial 


be filed with the State Dept. of Health prior to burial 


ie saw the deceased alive on.. a 
[=] 22a, SIGNATURE 22b. DATE 
CER x ATTENDING STAFF Paired 
ta Giga J, ('¢ Mo. DRecTOR ] PHYS. [] f -(ha-gi- 
Hos 22c. aR = i 22d. ADDRESS r soret 
a8 NAME (Type! ' 
ae / eat ed oe iE nA, O.| J = 
Ps =* 
x 3 a y Ste gay cae 23c. pe ETERY OR ee 23d. aes Sak or a county {Stata} 
o°9 
a AIS (4) eed es oe 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 7/61 Y ke Yok <4 9 62 


Crt f fo — 


— 


04399 | 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


vars Yin OF DEATH 04395, 


lhe funeral 


as vege RESIDENCE (Where deceased lived, If institution: Residence before edmission) 


ee 
* 2 COUNTY 
‘a of 1. STATE. b, COUNTY 
Sea Carroll MARYLAND | Maryland Frederick 
= z b. CITY OR TOWN [if outside comorate limits, . LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, writa RURAL and give neerest town) 
x write RURAL end give nearest town) 4 
‘Rural- Sykesville 1l days _ Rural - Frederick 10K * eh | 
15, d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS @. IS RESIDENCE 
| ON A FARM? 
«Springfield State Hospital _ | Route #6 a ves$eJ No F]_ 
3. NAME OF First “Middle lest 4. DATE Month Dey “Yeer 
DECEASED | OF 
pasos WILLIAM EMORY HEFFNER | DEATH 4 1319 62 
5. SEX |6. COLOR OR RACE|7 marpiep |] NEVER MARRIED 8. DATE OF BIRTH | 9, AGE (In years /IF UNDER 1 YEAR] IF UNDER 24 HRS. 
| QO o | last birthday) "| Days | Hours | Min. 
Male White wivowtp [Mo ivorceo [] | 8/31/71 90 ys 


¥Oa. USUAL OCCUPATION (Give kind of work 


done during most! of working life, even if retired) | 


| Db. KIND OF BUSINESS OR INDUSTRY | nN. 


BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Then please remove carbon papers. Pages 


|, cremation, or removal, and in any event, within 72 hours after death. 


ate has been signed by the attending physician and completely filled 


saw the deceased alive on... 


be filed with the State Dept. of Health prior to burial, 


: 220. SIGNATURE 
at % 
nas 2c. PHYSIGAN'S 
ae by NAME Tyce! , 
“rz _\ Gertrude M. Gross, 
ma R '23a, BURIAL, CREMATION, | 23b. DATE THEREOF 
o REMOVAL (Specify) 
ovo 
HOR _B 671962 
VR AIS (4) 24 au C7 
15M 7/61 , sat . 


|: 


. 1 certify that (1) (this hospital) attended the deceased from...... 4/2/...... 


Mb /13£62......19.. 


= 73 


+ and that death eM, 221K 
~| 22d. ——— 


Springfield State Hospital —— 


OR “CREMATORY 


7 VA). ae , 1962, that (1) (we) last 


om the causes and on the date stated above. 


22b, DATE 
SIGNED 


ms BR MED, 
DIRECTOR 


23d, LOCATION (City, town or county) 


c 
£ 
: 
as] 
e 
5 
3 
© 
x 
o 
o 
ee) 
2 
g 
= 
8 e_ Road employee Steed a Maryland _ 
«< 13. wan G 'S NAME 14, MOTHER'S MAIDEN NAME 
3 unknown unknown 
o 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORMANT Address = 
£ {Yes, no, or unkown) | (Ifyesg: erordetesotservice)| 
ree , aes ----- | Hospital records Lo A 
3 5 — 18. CAUSE OF DEATH lEnter “only one cause per ‘line for fa), {b), end (eh) INTERVAL BETWEEN 
ee PART i, DEATH WAS CAUSED BY: : . . . SRP EEANS Dear 
3S 8 . immeiate Cause @) Cardiac Arrythmia, ventricular fibrillation | 1 day _ 
= ) 
. = & f we! DUE TO 
begs Condition MAY with ) Arteriosclerotic Heart Disease 7_years_ 
es 2 gave rise to immediete cause 
Ee ou3 {a), stating the underlying ( PUETO 
ee sees _ Generalized arteriosclerosis _ _10_years_ 
pe < 0 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SSA eae TO THE peepee DISEASE fe) DITION GIVEN IN PART Had} 19. WAS AUTOPSY 
3 8 2 a . psychotic reaction PERFORMED? 
eae $|_ Chronic Brain Syndrome associated pea cerebral arteriosclerosis | vs No J 
Ea] i = 200. ACCIDENT WAS UNDERLYING Fes 2Db. DESCRIBE HOW INJURY OCCURED, “(Enter neture of injury in | Pert | or Pert Il of item 1B. ) 
& & | OR CONTRIBUTING (] CAUSE OF DEATH 
i 3 © | UE EITHER, NOTIFY MEDICAL EXAMINER) 
(g s z 2De. TIME OF INJURY Month, Day, Yeer | 2Dd. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, | 2Df, (Cily or town) (County) (Stete) 
=] B = Hews, sine While __ No! While factory, street, office bldg. eh j 
(a os hy is et work [_] at work | 
Bsos 
& av 
| 
3 
a 
oO 
o 
an 
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a 
rs 
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MARYLAND STATE DEPARTMENT OF HEALTH _ 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04396 


x Liles! pestbence (Where deceased lived. If institution: Residence before admission) 


/ BOUNTY 2 te LL 


¢. CITY OR TOWH {IF outside corporote fim, write RURAL ond give nearest town) 


veal  S¥kKes ville. 


d. STREET ADDRESS @. 1S RESIDENCE 
| J ON A FARM? 
F o U (ot yes [] NO 


ge’ 


1, PLACE OF DEATH 


“y Pox 


Poges 1 ond 2 should be filed with 


the State Board of Health prior ta burial, cremotion, or removal, and in any event, within 72 hours after death. 


¢, LENGTH OF STAY IN 1b 


Lite 


b. CITY OR TOWN (If outside sorporote limits, write 


wre] S¥Eesv, | 


d. NAME OF HOSPITAL E/ nat in vj ble. give street oddress) 
OR INSTITUTION 


\. 


Efohruille 


3. NAME OF First lost 4. DATE Month Doy Yeor 
os Hs lda Hos Stam Apa 
5. SEX 6. COLOR OR RACE |7. MaRnieo [| NEVER nae; [| 6 Date OF sintH “oy fa 
fs y) 
Femvle Wh te |wiowe  _ owvorceo NB ss 16, | 946 yn. 


10a, USUAL OCCUPATION (Give kind af work done! 


Th: t of working life, even if retired) 
Po Nogse 


L FATHER S NAME 


WB. Kenned 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. —— NO. 


(yas, no. pr nknewn) UF yes, give war or dates of service) 
hice 


10b. KIND OF BUSINESS OR (INDUSTRY | 11. 8 EAC {Stote or foreign ae 


3 


ics ca 


17. INFORMANT ptheaule Seana 
Me. Eelwaed Hof¢ SY Kesur/h, Wel. 


oh 


Then pleose remove corbon papers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: P tat 
IMMEDIATE CAUSE (0), CEREBRAL HEMORRHAGE |few minutes 
2airy DUE TO. 
Sins} . 
Conditions, if ony. which wo GENERAL _ARTERLOSCLEROSIS several 
gove rise to immediote a 
couse (a), stating the under- DUE TO years 
lying cause lost. © 
A Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
DIABETES MELLITUS SJE hc 


20a. ACCIDENT WAS UNDERLYING 1] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part i or Port Il af item 18.) 


20, TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
ot work [7] ot work 


208. PLACE OF INJURY (Home, ici ie {City or town) (County) {Stote) 
foctory, street, office bldg., etc. 


MEDICAL CERTIFICATION, 


After this certificate hos been signed by the attending physician ond completely filled in by the f 


ING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after d 
poge 3 shauld be detached far use as the buriol-transit permit. 


‘aspital ar ottending physician. 


21.1 certify that (I) (this Hel attended the deceased fram. 9.__., that (I) (we) last 


= saw the deceased alive a WP fram the couses and an the date stated above. 
ao No. SIGNATURE ‘22b. DATE 
a6 A ATTENDING MED. STAFF SIGNED 
Poe Ne ae M.D. | PHYS Gt _pirector PHYS. [ 
O25 ' 2c. Favs tang 22d. ADDRESS 
282 | ‘vl Ving He Lawson, Jre, M.De Syk 
& 33 230. BURIAL, er ‘23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 
>> specify’ 
eh ee oA ett ewe = 
- \ 


26 
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=> 
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oS 


FOR STME 
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5324M 


pa 


ithin 72 hours efter death. 


ief Medical Examiner's Office along with form PM3. Page 5 may be retained for your 
‘ile pages 1 and 2 with the State Board of Hi 


ee. 


its designated agent, prior to burial, cremation, or removal, and in any 


PUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04401 _ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0439'7 


he 


PLACE OF DEATH 2. USUAL RESIDENCE (Whare daceesad lived, If institution: Residence before admission) 
wp fl a. STATE b. COUNTY 


MARYLAND Maryland Baltimore City  __ 


b. CITY OR TOWN [if outside corporete limits, "| ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporte limits, write RURAL and give neerest town) 


write RURAL end give neerest town) 


Sykesville 5yrs3mol9dys Baltimore 5 BV Gta 


ON A FARM? 


~ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give strea! eddross) d, STREET ADDRESS ®. IS RESIDENCE 
916 Ne Port Street 


” DECEASED 


awoprinefield State Hos spital 2429 EB, Eager Street __L vs [7]_NO fad 


“Middle Last | 4 la “Month Year 


{Type or prio Charles Frank Horky | Sears April 19 62 


SEX "16, COLOR OR RACE] 7, married [7] NEVER MARRIED oO 8. DATEOFBIRTH = 9. AGE (In yoors |IF UNDER YEAR| IF UNDER 24 HRS, 


lest birthdey) “at Deys | Hours ee = 


Male _| White wow bd _ovorceo [] | November 13, 1896165 vm. 


10a. USUAL OCCUPATION [Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


"3. FA 


___ Tailor - Maryland = oa Ua 


FATHER’S NAME | 14. MOTHER” ae MAIDEN NAME 


Frank Horky Betty Nontine 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address 
(Yes, no, or unkown) Neve Vo 


Yes Navy 1OL7 |219-03-0713 | Springfield Hospital Records. 


"| 18. CAUSE OF DEATH [Enier only one cause per line for (e), (b), end (c).) INTERVAL BETWEEN 


MEDICAL CERTIFICATION 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e)_ Coronary occlusion == = ~ __ Moments _ 


DUE TO 
cobate, 9 Wea iid f », Arteriosclerosis. 


geve rise to immediete cause 
fe}, ing the underlying 
cause fest. 


PERFORMED? 


G.B,S. assoc, with alcohol intoxication with psychotic reaction, |" Bl No [1]. 
2De. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert II of item 18.) 
PRIMARY () or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJQRY (Home, fs Farm, | "20f. (City or town) ~~ (County) (State) 
Hour e.m, While __Not While foctory, street, dffice bldg., etc.) | 


ae 19 et work [] ot work [J ' 
21. I certify that | took charge of the remains described above, held an Aytopsy {xt Inspection Inquiry ra and in my opinion 


death resulted from: Natural causes x. Accident it} Suicide f = Homicide Oo. Undetermined manner ial 


CHIEF MEDICAL EXAMINER [~] 
pee LEA wT. < Aap, ASSISTANT MEDICAL EXAMINER [“] DATE SIGNED 
DEPUTY MEDICAL EXAMINER [5q 4-16-62 
EXAMIN' 
NAME (Type} James T, Marsh, M.D, Address (Street, city, town, or county) 


REMOVAL (Specity) 


Burial | 4/19/62 


2Ze. BURIAL, CREMATION, as “NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) ——~—<(Stafe) 


Balto.Nat.Cem. Baltimore, Md. 


23, UNE 
Se 


24e. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


2601 E. Madison St. 


RAL maine ApgRESS 
at Funeral Home mes 6PR 
: oe 1 862 Cn emg Nit! 2s 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04402 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 04338 


1 


FOR STATE 
HEALTH DEPT. 


PLACE OF DEATH eae a) ESIDENCE Let aipceapnal lived, If inslilulion: Residence before admission) 


a. COUNTY, 8. b. COUNT: 
bot ¥ - 2 if _ MARYLAND Vie <a 
b, CITY OR TOWN (if outside corporate li . LENGTH OF STAY IN 1b c. ai OR TOW} (Laut ‘outside corporete limits, wrile RURAL end give nese) 
ile RURAL end giye noeresy lgwn) . 3 


25" 


©. 1S RESIDENCE 


ON A FARM? 
Yes {_] NO 


3. NAME OF 
DECEASED 


{Type or print) NA 
: = 6. rh MLE bs E| 7, MARRIED | 


he State Board oj 


8. DATE OF BIRTH — 


War 2- (F702 


10b. KIND OF BUSINESS OR INDUSTRY 


NEVER MARRIED [| 
WIDOWED DivorceD |] 


t Yinhdey) 
yr. 


TV. BIRTHPLACE (Siete or foreign country) 


"12, CITIZEN OF WHAT COUNTRY? 


LSA 


aN LW kind of work 
even if rgtired) 


P13. FATHER’S NAME 


MOTHER'S MAIDEN NAME 
15. WAS DECEASED/ EVER IN U.S. ARMEDJORCES? 


16. SOCIAL SECURITY S N- INFORMANT ress 
(Yes, no, or unkSw iE ssgivewarordelasof service) C 
V4 UD Eg Hype ei 
18. CAUSE OF DEATH [Enter only one cause per line for (8), (b), end (c). lis > : biti, : INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: (<4 eS ate CEa 
IMMEDIATE CAUSE (e) premery Beeline athena “33 =. 
i j DUE TO 


ing” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 
al Examiner’s Office along with form PM3. Page 5 may be retained fer your 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 


to burial, cremation, or removal, and in any event within 72 ho: 


jet work [] at work [] | 


19 
21. I certify that | took charge of the 


Conditions, if eny, which (b) 4 se 
geve rise to immediate couse r 
; (0), steting the underlying ~ DUETO | 
4 cause lest, (0) | 
& * PART Il. OTHER SIGNIFICANT CONDITION: THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
gi 9° Hi PERFORMED? 
8 Se ae a =: Jie aes fs 4a [ves [)_ No 
a E | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury in Part | or Pert Il of item 18.) 
2 E | PRIMARY (] or CONTRIBUTING [1] 
pat G CAUSE OF DEATH. 
= Fs | 20c. TIME RRO Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm,  20f. (City or lown) (County) (Siete) 
ts s Ae we ; While Not While fectory, street, office bldg., etc.) | 
s = 


ins described above, held an Autopsy oO Inspect 
death resultedfrom: Natural causes Accident Suicide [a Homicide ak Undetermined manner if] 


C) CHIEF MEDICAL EXAMINER oO 
8 ues) Wi ere) bap, ASSISTANT MEDICAL EXAMINER |] DATE SIGNED 
4 =" DEPUTY MEDICAL EXAMINER x ms ~ ZY nb? 
oSAm ES a TT Maes a - __ Address (Street, city, town, or County) 
i iE OF 


a. BURIAL, CREMATION, | 22b. DATE THEREOF 22d. LOCATION (City, towg, of counizy) 7 ir 
OVAL (Spgaity) o, 
Buel H-27-6 
_RUNERAL DIRECTOR . 240. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
Lften Zh, Ved | DATE 


and in my opinion 


, prior 


its designated agent, 


or i 


please execute the cert 


TO DEPUTY MEDi 


Cntr f. Firasaie 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04403 CERTIFICATE OF DEATH ; 04399 


— 


Ss 


Chronic Brain Syndrome assoc. with cerebrs dese tert oecierosis with] vis [] xo 
nis) 


20e. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. Ente asitrea injury OAS ar het 
OP CONTRIBUTING [7] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour e.m, 
p.m, 19 


. 1 certify that (I) (this hospital) attended the deceased from...... 4/4/62... 


20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 201. (City ‘or town) (County) (Steta) 
it 


While Not While factory, street, office bldg., etc.| 


et work at work 


MEDICAL CERTIFICATION 


, that (1) (we) last 


retained by the hospital or attending physician, 
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<— Bec nie PA Cre ied 
Sey. the causes ate on the date stated above, 


& G3 ARS 
q 23 1. pinay DEATH 2, USUAL RESIDENCE (Whore daccesed lived, If inslitulion Residence before admission} 
S2 a. 
vw 2G a. STATE b. COUNTY. 
2 2% arr MARYLAND Maryland Frederick ie 
° ee a3 g b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
Ya ace write RURAL 4 give nearest town) 1 
—% : itp 
_|__Rural- Sykesville days Frederick 
= acd 8a 18 d. NAME OF “HOSP! ‘AL OR INSTITUTION (if not in hospitel, give streat address) d. STREET ADDRESS ee. s. Ere 
= =9 A 
20S H springfield State Hospital — 1_W,_9 Street, Frederick, Mas SO "Cbd. 
3 S50 3. NBNE r rst Last 4. DATE Month Dey Year 
ne Or 
g EEN Peooeene CLARENCE We JACKSON DEATH 4 9 1962 
x 3 -—_ a — = = — > = 
m7 2 5 5. SEX 6. COLOR OR RACE) 7, MARRIED [ag NEVER MARRIED [] | B- DATE OF BIRTH 9. porate TOES YEAR Lae: ATs: 
a ¢@ " jonths| Deys jours in. 
eo S8e Male White | wwowm[]  oworcro[]| 12/12/1874 ee ae a is et ae, 
sf a = Wa. USUAL OCCUPATION (Give kind of work 0. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE aa ee State, or fgreign country) 12, CITIZEN OF WHAT COUNTRY? 
= Boo done during most of working "Re ot if retired) Post Office paige ils Ohie 
= Sr weaves Retired ck BX U.S.A. 
me a 7s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£ 98: 
a 2 
§ Sag mxionown Benjamin Jackson __ unknown 
© s rs 115. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ F J (Yes, no, or unkown) | (Ifyesgivewerordatesofservice) 
= 22 unknown unknown | Hospital Records < 
= Rea (1B. CRUSE OF rer ‘Enter only ona cause pi for (a), (b], and (e).) > INTERVAL BETWEEN 
3 ‘ONSET AND DEATH 
ouA . PART I. DEATH WAS CAUSED BY: : + 
BSpee ~ , _ IMMEDIATE CAUSE (e)_ Cerebralvascular accident : |_minutes_ 
Sa538 > DUE TO 
a a oy ‘i . . : . 
& 5 scegmians | Ree ees Generalized arteriosclerosis years 
a 5 geve rise to immediete couse 
ed (e), steting the underlying (~ DUE TO 
ee ee cause lest, (c) 
Fe £ a PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT "RELATED TO THE TERMINAL DISEASE CONDITION ¢ GIVEN IN PART He)) 19. WAS “AUTOPSY 
. lee eI Bite dee nly PERFORMED? 
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eS saw the deceased alive on... AL Gf $2... BS , and that death occured ate 
a ATTENDING MED TAFE ; 72 TONED 
4 STA. 
a Fog, c i li —” mop. | PHYS. [|] Director [[] PHYS. [3 4/10/62 
® Ss . TAN’ = re 22d. ADDRESS ms ., os - = ae 
BS i NAME (Type) bs F , 
unzZ f _-M. Gross, M.D. .___________siSpringfield State Hospital _ at. 
Re Ha 23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county), (State) 
ov Q Moynt Olivet Cemetery Frederick, Maryland 
gs | 25b. REGISTRAR'S SIGNATURE > 


VR AIS (4) \ 25e. REC'D BY REGISTRAR 


15M 7/61 \ 


. Beer L (Specify) 
24 FUNERAL DIRECTOR'S san Ger 4k 
besis < sia & 


DATE APR 19-162) LS choy 7 a 


| 
je 


hours after 
y the funeral 
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pers. Pages 1 and 2 should 
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ithin 72 hours after death 
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attending physician and completely 
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TO HOSPITAL 
death, Page 4 
TO FUNERAL 


VR ATS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04400 


1, PLACE OF DEATH js 2. USUAL RESIDENCE (Where decoased lived, If Institution: Residence before edmi yas 
@. COUNTY e. STATE b. COUNTY 
Carroll : MARYLAND Ma 2 


b. CITY OR TOWN (if outside corporate limits, ‘|e. LENGTH OF STAY IN 1b ~e. CITY OR TOWN (If and, “corporete limits, write RURAL end give neerest town) 
write RURAL and give neeres! town) 
avkesvi ee TD O_mirns. Baltimore #18 __ Zvop-f 
| d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give rs / ross) d, STREET ADDRESS . ee So 
‘Springfield State Hospital __ | 509 BE. 26th St. ves No 
3. NAME OF First Middle lest | 4. DATE “Month Day Yeer . 
* DECEASED Or 
dailies Mabel Charlotte JOHNSON DEATH April 28, 19 62 
5. SEX 6, COLOR OR RACE|7. MARRIED |] NEVER MARRIED B. DATE OF BIRTH = |9. AGE {In yeers IF UNDERT YEAR) IF UNDER 24 HRS. 
. oO O last birthday) |"Months| Deys | Hours | Min. 
female white wibowe fg] ivorceo [-] 6/14/98 yn. | | 
Ws. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housewife  —s_—> | Maryland U.S.A. 
13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
Jacob Saylor Wes ads x | Amelia Seidel ote. & 
15. WAS DECEASED ae IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY N INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewaror dates of service) 
=O Springfield State Hosp.,Records, Sykesville, Na 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).) INTERVAL BETWEE 
PART |. DEATH WAS CAUSED BY: vicer. pes gate Polly 


ov immepiate CAUSE fe) Purnlent peritonitis due to perforated gastric —_|wks. to manh 
a) CT DUE TO 


Conditions, if ony, which » Arteriosclerotic cardio-vascular disease. years___ 


geve rise to immediete cause 


(a), stating the underlying DUE TO 
cause last. (e) 4 eS» 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO TO DEATH BUT NOT RELATED 1 TO THE “TERMINAL D DISEASE CONDITION GIVEN IN PART 1 He) Is. RO a 
___ Diabetes Mellitus._ ves fe] NOT] 


'20e. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of item 1B. a 


200. PLACE OF INJURY (Home, farm, | 20f. {City or town} (County), 
factory, street, office bldg., etc.) | 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED 
While __Not While 
at work [_] at work 


MEDICAL CERTIFICATION 


19 
. | certify that 4) (this hospital) attended the deceased from..U/6OLO6. ecco i Beis 
saw the deceased alive on... hfe, 2/62 


ca that (I) (we) last 
, and that deeth Recueil at. AR, from the causes and on the date stated ebove. 


22b. DATE 
hip: me Ey BIRECTOR a ms | L/2e/eer 
~~ | 22d, ADDRESS a —~: 
iaicty del Campo, MD. __|__Sykesville, Maryland 


23c. NAME OF CEMETERY OR CREMATORY 


fee anietrsl, (Cem.s "mado. ~ 


ADDRESS 25a. REC'D BY REGISTRAR = REGISTRAR’S SIGNATURE 


_| pate Ay 1 '6} — Ont 2 Kaw 


|, | 23b. DATE THEREOF 23d, LOCATION (City, town or county) 


the funeral 
and 2 sh 


24 hours after 
ithin 72 hours after death, 


é 


S' 


Then please remove carbon papers. 


te has been signed by the attending physician and completely fil 
|-transit permit. 


I or attending physician. 
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be retained by the hos 
ECTOR: After this certifi 


aS 
FUNERAL by 
‘tor, page 3 should be detached for use as the bi 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any/é 


death. Page 4 


ioe 
ditec: 


@@ HOSPITAL 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
via OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04401. 


7. PEACE OF DEATH 2, USUAL RESIDENCE (Where doceesed lived, If Insiitulion, Residence belore edmission) 

e. COUNTY a. STATE b. COUNTY Ie 

Carroll MARYLAND Maryland Balto. City 

b. CITY OR TOWN {il outside corporate limits, c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporete limits, write RURAL end give nasrest town) 
‘write RURAL end give nearest town) 


Sykesville 30 yrs. 6 mos Baltimore “ f 


4, NAME OF HOSPITAL OR INSTITUTION (if not in hospliel, give street eddress) d, STREET ADDRESS a. IS RESIDENCE 
ON A FARM? 


__ Springfield State Hospital _ : __233. N, Chester Street ves [No fe] 


3. NAME OF ~ First ~ Middle Last 4 Ms Month Dey Year 
DECEASED 


favearer pail Jacob (Jack) Herman Katzoff DExTH April 27, 1962 


"SSK ~*~ COLOR OR RACE 7. MARRIED [_] NEVER MARRIED ff] | 8. DATE OF BIRTH 9. AGE Tbs, Yoors {IF | ‘ol RS F UNDER 24 t HRS. 


last birthday) ae Deys | Hours 


Male White winowep[]__oivorcto[]| December 1, 1907! Shy. 


Wa, USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) ‘12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


None , S : Maryland | U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Joseph Katzoff Mary Caplan 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, of unkown] | (Ifyesgive werordetesof service) 


PL eee” | ae a lat ___- __|___Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause por line for (a), (b), end (e).] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: | ONSET AND DEATH 


S IMMEDIATE cause (e) Infected decubitus ulcers Months 


s Ny bue r 
Conditions, it ony, “Whie * Right lower lobe pneumonia | Weeks 


ge¥e rise to immediete ceus 
(e), steting the underlying (| CUETO 
‘cause lost. te) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT | RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART bc 19. WAS AUTOPSY 
a eo PERFORMED? 


Epileptic psychosis. | ves EI No rae 


200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY — Month, Dey, Yeer | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, or | 2DF. (City or town) (County) (Stee) 
Hersam While __ Not While fectory, street, office bldg., elc.) 
pim; 19 ‘et work et work f 


21. I certify that (I) (this hospital) attended the deceased fromQetaber.. 2A, 1931, 10. April. i oe 19%82., that (I) (we) last 

saw the deceased alive onApril. Rhges mile 42, and that death occured atl1..RM trom the causes and on the date stated above, 

22a. SIGNATURE 22b, DATE 
=——Onm termes 0-45, [RE Boor ON 1/2878 


‘22e. PHYSICIAN'S : 22d. ADDRESS 


fs (9) Adnan Sonmez,, M.D. ___|_ Springfield Hospi.tel Sykesville, Md. 


MEDICAL CERTIFICATION 


je, BURIAL, CREMATION, | 236, yp REOF : 23d. JACATIO , town.pr 
BAOVAL ([Speciff) a7 


25a, REC’D BY aia om ib. REGISTRAR'S SIGNATURE 


Ne Cath Hine 


DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 


04406 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


—) 


~ es 04402 _ 
® 37 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admissgn) 

& § °. China NantAnD | Coos Wh At b. COUNTY Cotte 
oi b. CITY OR TOWN (If autside corporate limits, write |. LENGTH OF STAYIN 1b |] c, CITY OR TOWN ge corporate limits, write RURAL ond give nearest town) 
ES (Sa Pi 


RURAL and give nearest town) ie 
EST MIA Te: ad a 
‘d. NAME OF HOSPITAL (If not in hospitol, give street address) 


OR INSTITUTION 


ep) (Es Bleak Ke etven 


5. SEX 6. COLOR OR Ad 7. MARRIED [-] NEVER MARRIED ([] | 8 DATE OF BIRTH 


Frame. UlLAE _|wioown Ge ovorceo tg | Mavagqg ~/ £ —_ 


10a, USUAL OCCUPATION (Give kind of work ae KIND OF BUSINESS OR INDUSTRY | 11. ashaa “¥ or in ail 


@. 1S RESIDENCE 
ON AF, 
YES o 

4. be Month Day Year 
DEATH A prt / Poe 196 2— 

9. AGE (In yeors IF UNDER T YEAR| IF UNDER 24 HRS. 


lost a Manths| Days | Hours] Min. 
yn. 


| d. STREET ADDRESS 


rey 


Pe 


12. CITIZEN OF WHAT COUNTRY? 


ly SAR 


during most af working life, even if retired) 


wane 


13. FATHER’S fi. 14. MOTHER'S MAIDEN 4. MM 


15. 1G Dake. DEVER Le S. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. er ‘Address Fk ee ep we 
‘es, nb, oF unknown) ig yes, give war bf dates of service) 
rs gponnbl Bbewny _W. [ee ea: Mol 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c)-] INTERVAL BETWEEN 


Nee AN ie ATH 


Then please remove carbon papers. 


PART |, DEATH WAS CAUSED BY: bin ee 
; IMMEDIATE CAUSE (o}, (Pertenece 
ee | ove 10 Laren — 
Conditions, if any, which (gj Og ee Combe Ver cet, Meee J Saws 


gave rise to immediate 


ING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter 


cause (0), stating the under. ( OVE i. 
E lying couse lost. © 
3 5 Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
SS =| 
co 3 ves (] NO 
o = 20a. ACCIDENT WAS UNDERLYING £2) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part Il of item 18.) 
s & JOR CONTRIBUTING [] CAUSE OF DEATH 
s © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20r. (City or town) (County) (Stote) 
5 3 Reet eee lac oe aac foctory, street, office bldg., elc.) | 

{ 

3 cS p.m. at wark [7] of wark 
3 21. | certify that (1) (this haspucl) attended the deceased fram.____-.---------_., WZ, to dated *S + Wb, that4i))(we) last 
= saw the deceased alive an Wyn L196. and that death accurred af9 ‘4 fram the causes and an the date stated abave. 


» 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by the ¢! 


poge 3 shauld be detached for use as the burial-transit permit. 


Za. SIGNATUR 22, DATE 
<2 Us IY Ny qh Pax, mo [Pe So ga“Binecrok ORNS. Looe Zs 
ao -£7_- 

oOo? | 2c. PHYSICIAN'S | 47 4 = oe 
2 marist WH Fo ped AB nike 
ee MM MAT KCAL C 
as 7, BURIAL, CREN ap) 2b, Dy E EOF PW on ches ae F 23g, LOCATION) City, oe Fa ee) 
~ R i ‘a 
tops) San 4 
é Yee, d Bod 14 105 Atk 
° ore OR'S 1 ee KL gent <n "yg. REC'D OF REGISTRAR | 255, REGISTRAR’ Tao ¢ 
e ’ Virb JX, These 
Ysa side Ae. Uh be pPRA 62 | © 


jours after 


TO HOSPITAL 


4 


@ altending physician and completely filled inYoy the funeral 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 


» 


TO FUNERAL DIxECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
shi iy. ‘i RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4 CERTIFICATE OF DEATH 04403 


—_ 


va es 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence ietare ‘edmission) 

M Cee h inl a. STATE b. COUNTY 
Carroll MARYLAND Maryland ___ Frederick = 


b. CITY OR TOWN [if outside corporate limits, 


¢. LENGTH OF STAY IN 1b ‘¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
write RURAL end give neerest town) 


5 ay 
5 Sykesfille 2 yrs./7 mos..|\New Midway LOK “dh, 
a / 5 d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET Al ESS @. IS RESIDENCE 
ns ON A FARM? 
3 Springfield Sta te Hospital] _ pe || some ae Lom * 
. NAME OF Middle Last 4, DATE Month Day 
DECEASED OF 
ease a James Guy LESCALLEET| PZA™ April 15, _—-1962 _ 
aia 6. COLOR OR RACE] MARRIED f-] NEVER MARRIED 8. DATE OF BIRTH 9. AGE [In years jIF UNDER YEAR) WF UNDER 24 
kd oO last birthday) eens ‘Days | Hours | Min. 
male white wipowed[] —_avorcen [-] es, | 
10a, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working fife, even if retired) 
Laborer Shoe factory _ Maryland -> U.S As 


13. FATHER'S NAME 


Jess lescalleet, dec. 


15. WAS DECEASED EVER IN U.S. "ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ityesgive warordetesof service) 


no 217-05-9841 
INTERVAL BETWEEN 


| 18. CAUSE OF DEATH [Entor only one cause per line for (e), {b), end (e), 
ONSET AND DEATH 


34 i i ROIBL FAVRE, ebiiess: ss DOYS. 


x puto C24 ce eeey Fareue &. 
y, which b) 
DUE TO 


14. MOTHER'S MAIDEN NAME 


Sally Knott, dec. 


17, INFORMANT Address 


Springfield State Hospital Hecords 


igned by th 
-transit permit, Then please remove carbon papers. Pages 1 and 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


Conditions, if en 
geve rise to immediete couse 
(0), steting the underlying 
cause re aE 


Seatiens (o) | 
PART Il. OTHER SIGNIFICANT Ba pla CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL | DISEASE CONDITION GIVEN IN PART ‘Mal | Ww WAS ‘AUTOPSY 


Zz 
6) 2 Bea | PERFORMED? 
yA CHRONIC PI2ZAIN DYN DROT7IE ves [] NO 
© [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) ‘ 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
fe} (IF EITHER, NOTIFY MEDICAL EXAMINER) 
My; _ 
§ | 20e. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homo, farm, | 20f. (City or town) (County) (rete) 
é ott tara While __ Not While fectory, street, office bldg., ete.) | 
2 eh 19 et work [ ] et work [] \ 


retained by the hospital or attending physician. 


to PTS LE Qecr Wevscy that (I) (we) last 


rom the causes and on the date stated above, 


21. | certify that (I) (this ave eo the deceased from... 9/1/59... 


saw the deceased alive on... ., and that death occured at 


eo ree 4 ATTENDING STAFF Bs Sane 
Vanes O PIS. EE] biReCTOR avs. /15/62 


director, page 3 should be detached for use as the burial. 


~~ 
A 22c. PHYS: ay 22d. ADDRESS 
é i OS ee funsal, ean eee Sykesville, Marylad . 
= 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, Tne or. Su (Stete) 
Ey OYA, {Specity) 
ry Apr ae Om 62 Haugh's Cemetery Ladiesburg, Maryland 
VR AIS (4) 24 FUNERAL, ADDRESS: 25a, REC'D BY REGISTRAR | 25b, REGJSTRAR’S Si NTR, 
15M 7/61 h psi) f APR { 7 $2 Ct 2 
I U "us S ah on Taneytown, Maryland DATE — 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
04408 MEDICAL EXAMINER'S CERTIFICATE OF DEATH $55;\bs. 9, OE 404 


tb. Bad .\ 4-8 


14, MOTHER'S MAIDEN NAME 


-@' z 


13, FATHER S.NAME, 


during most of working! lite, even if retired) 
Lb Mtt liagotts t (adie 


LL. 


15. WAS DECEASED EVER IN vu. $. ARMED FORgES? |16. “SOCIAL SECURITY NO. | 17. INFORMANT Address 
view) 


ee | pec oF "23904 po hf _ #6 EA 


ORSTATE | 

HEALTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odaiinion) 

5 a. COUNTY, 
3 S : ° MARYLAND. 9. STATE F772. 'b. COUN 
a" 2 b, CITY OR TOWN { euide corporate iis, write RURAL seer | se LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF oftside corporate limits, write RURAL ond give neBres! town) 

‘ond give neptet! lown) ‘ é 5 

A & 
a S athe <a) le ee ae 
2 5 Xx d. NAME OF HOSPITAL OR, OPE (If not in hospitol, give str€et oddress) e BS RESID ia, 
28Re RKtck LE Oi em no f= 
gs e = a Ss —— = ew A tS, ae 
a 9 a NAME OF First Middle lost 4. DATE Month aiate 
© a i 
so f'g typeer ein ALLA PM  PFIETLeUSONM RONG DEATH 196 2— 
5 3 5, SEX 6. COLOR OR RACE |7- MARRIED EF°REVER MARRIED [J] 8. DATE OF BIRTH 9. is IF UNDER 1VEAR] IF UNDER 24 HRS. 
= re 2 a 7 

F3 eee wipoweo[} —_—obivorceo 4 / ‘S70 Gf yn. * 

= Tos. USUAL OCCUPATION SGive hind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11 AIRTHPLACE (State or foreign courfry) N2. CITIZEN OF WHAT COUNTRY? 

5 

is 

3 

f-2) 

a 

= 

= 


Give Pages 1, 2, and 3 ta the funeral dir 
th form PM3, Page 5 may be retained for § 


2 = 18. CAUSE OF DEATH = only one coure per line for (9), {b). ond (c).] ff 
es PART 1, DEATH WAS CAUSED 8Y: é tf 
£3 Le?) ee CAUSE (0) AOA neti tee T 3 —— 
ceo es 
mae 3 DUE To € F _ S beet a 
3s Conditions, if ony, which FS : Ss a es Carey 1 
ge gove rise fa immediate cause — - = ae eS, 
s (0), stating the undertying( PUE TO if A h)ADAM A se. 
as couse lost, (G} SS ae 2 


21. L certify that | took chorge of the remoins described obove, held on Autopsy [_], Inspection (], Inquiry D0. and in my 


XAMINER: This certificate shauld be executed within 24 hours after death. 


rs 


4 shauld be forw ede 
TO FUNERAL DIRECTOR: Page 3 shautd be used os a burial-transit per 


E a 
2 9 ‘| g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEA TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(a}/19, WAS Auorsy 
ou 
83 4 ves] NOD 
mg 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Port it of item 18.) 
De PRIMARY C) of CONTRIBUTING C] 
3 % | CAUSE OF DEATH. 
F3 = _ 2 
© 2 5 20c. TIME OF INJURY Month. Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Pay 170. {City or town) (County) {Stote} 
2u 6 Hour 9, m. While Wan wktie foctory, street, office bldg., etc.) | 
De g p.m. 19 ot work [1] at work []} 4 
5 2 

~ 


opinion deoth resulted from: Notu 


causes BM. Accident [], Suicide [], Homicide [[], Undetermined monner [J 


DATE SIGNED 


ACTUAL 
SoWature_ aap, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [[} 774 —/— 62. 
2 EXAMINER’ 
NAME Mere) DEPUTY MEDICAL EXAMINER TS : 


. town, oF eos * {Stote) 


2b. REG Otipag EPP, 


or its designated agent. prior ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


TO DEPUTY MEDI 
execute the cert! 


REC'D BY REGISTRAR 
PRS 62 


5M 2/57 y DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION a. Ecoy~ RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04405 


3 


5 aD 
2 = See 
3 82 1. PLACE OF DEATH ] 2. USUAL RESIDENCE (Where decessed lived, If inslituifon: Residence before admission) 
25 Nie ps a, STATI b. COUNTY 
e 
§ sn £[V\) CARROL & ___mamnann | “MARYLAND "CARROLL _ 
eet SO /| b. CITY OR TOWN if outside corporate limits, | ¢. LENGTH OF STAY IN Ib a M OR TOWN [If outside corporate limits, write RURAL and give naarest town) 
o | 
es Ea ann nearsst town) ER y “7 SFE 5 
Wo WeTeR | 6 DAYS\X Ler mM STER KOC 
£ ys l x Yt NAME O} aS HOSPITAL Ld er re not in hospital, give street eddress) | da ORES, Se 
= =ar 
> Sa8 CARROLL co, GEN. HoSP. 4 ves PERO] 
oe Bn 3. ue ised First ddl Lest 4. DATE : Month Dey Yoor ' 
e ais mn 
a 8 
ee ie treo CLARENCE — iP GIN | tam APRIL 22 w62 
i 23s 5. SEX 6. COLOR OR RACE| 7, arRieD ever MARRIED [] | & DATE OF BIRTH 9. mer aes | FEROS ETE UOES 24 HRS. 
Months leys Hours Min, 
ra 5 hg M AL E WH | TE winoweD ["] oivorceo [7] | 4 ZL UESE'| 7 (hoo fai | | 
e see 10, USUAL OCCUPATION (Giva kind of work + BIRTHPLACE/{County & Stete, te reign (en ieee | 12. CITIZEN OF WHAT COUNTRY? 
= Bee ring most of working life, aven if retired) | 
eR E> al 
eit LD Selle 7 ake. Saale 
ke @e oe js MOTHER'S MAIDEN NAME 
oe ies _ 
pew S 
& 2 
sae Lhe nt bela ae Fagor 
AOR ae 15, WAS DECEASED EVER IN U.S. ARMED FORCES? SOCIAL SECURITY NO.| 17. i hglies dares SGeat 
£ 323 (Yes, no, or unkown) | (Ifyesgive werordetes ofservic: 
“hd ied ———___ 
aS 5 Sy “jl 
ood eee 5 EATH [E ne couse per line for (@), {b), and (c).] 7 | INTERVAL BETWEEN 
Sons 5 PART I. DEATH WAS CAUSED BY; Ss E Pr T Cc E ies fea 7D ys) ety 
ara IMMEDIATE.CAUSE (o) > es “7D E A1P — 
aé t f 
pr ace TIVE HEACT FAILURE EAR 
zeceke Conditions, if eny, which ONGESCTI HE if LURE 6 9 Al 
afer q Batic (b) TY f =. =—_|. tf 
Cone 33 5 gave tise to immediete couse E 
J25 2 Se {a), steting the undarlying ( OVETO 
on 2 couse lest. aT & 
LH o's ete i (ce) ; 
ee ota maka PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART le)| 19. WAS WAS AUTOPSY 
sasSeo ( ]é ’ PERFORMED 
UGE ot < YES no [J 
moe ehb uv - ‘= fs ee 
235 Ze © | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of item 18.) 
ia} o.Be & | on CONTRIBUTING [1] CAUSE OF DEATH 
meets G | (ie EITHER, NOTIFY MEDICAL EXAMINER) 
=|—U'5 —_— _ “ a — 
Vases % |[20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) ~ (State) 
Lx y : i 
BEX ties 5 Hour ‘ater: wile oN whe factory, street, office bldg., etc.) | 
eos 2 ick work et worl { 
co-ed 
HeOs se . | certify that {I) (this 5D attended the deceased from#7.4% <)é. as AD-E...TS.. EA, 9&4 that (1) (we) last 
3] 
"2 © saw the deceased alive on. PR\. bes 2219b 2 and that death aa cd ath? I'M, from the causes and on the date stated above. 
3a 
Ena 22e. SJSNATURE 226. DATE 
Aa? q az Na rh ») 9g g | j WO Ye, ATTENDING q STAFF IGN 
og mo. | PHYS.  binecror PHYS. b- 2: 
+” = shi = 
z ad fz | 2c. PHYSICIAN'S [22d. ADDRESS 
as NAME 
ed Rede Panvier T,wélei VER WEST MIMSTE MAR ie | 
G2p 3S 2 29a, BURIAL, CREMATION, | 236. DAT} THEREOF 23¢. NAME OF ai OR CREMATORY — (Stata) 
bo [ie tes MOVAL {Specify) 
oton8 ae 257 
a & 7 
VRAIS (4) NATURE ADDRESS 
15M 9/60 


weg DIRECTOR'S SI 
as ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
PIIIONGLAT HT RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 04406 


at reenae oh, docoosed lived, If institution: Residence efore admission) 


b. Bh 
PT late Late Ogres ceil 
~¢, HY OR TOWN ft outside col te limits, write RURAL and give neardtt town) 


Es Cttectl 


ADDRESS 


— 


1. PLACE OF DEATH 5 


1 “Aare i. MARYLAND _ 


« aS A a 
b, CITY OR TOWN (if outside corporate limit ©. LENGTH OF STAYIN Ib 


ite RURAL end fe neesest town) 2 
We if liza) tit A ie CLA 


~ d. NAME OF HOSPfIAL OR INSTITUTION (if not in hospitel, give strget eddress) 


jours after 


é 


y‘the funeral 


"| @. 1S RESIDENCE 


ON A FARN? 
yes [_] NO 


onth Day Yeor 


\| 
NAME OF First ~ Middle | 4, DATE 


| i, 
fier THOMAKB — F~ AA in yi Siam Cital 20 wh 2. 
Se SERA |6. COLOR OR RACE IF UNDE 


+ Aus 8 9. AGH In years |IF UNDER 1 YEAR| IF Ut 
f 


: 7. MARRIED (never MARRIED fy] binder) one] Bass | 
jonths| Deys 
Kh | Fe WIDOWED DIVORCED Ly Ad, » el Pf ~f up LY ay | 


T0e. USUAL OCCUPATION (Giva kind of work nn, OF 0 ty OR INDUSTRY 7/11. arc (Cpunty & Siete, of foreign country) 12. CITIZEN OF WHAT “COUNTRY? 
done durtha mogt of working dife, even it retired), 
a Len la” Al HL LEG 


14. MOTHER'S MAIDEN oe , 


} Cla ot pce ha ie € 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? al 16. SOCIAL SECURITY NO.| 17. INFORMANT “Iaddress 


i We ag |e Lone ee Bees afin siraeey issu ~ Hea ba. Cesk Wud 
| 18/ CAUSE OF ERE [Enter only onBcabse INTERVAL 


Hours | 


per line for (e), {b), end {c).) INTERVAL BETWEEN 


ONSET.AND DEATH 
PART I. DEATH WAS CAUSED BY: 
I IMMEDIATE CAUSE (e)_ Pulmonary Hemorrhage i ug day 


Wis x DUE TO 
Conditions, if eny, which (b) Carcinoma of the left lung . i Avfeam > 


geve rise to immediete cause 


ial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death, 


jis certificate has been signed by the attending physician and completely filled 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 


c 
8 
‘2 
rd 
S 
= 
a 
= 
ml 
5 {e), steting the underlying DUE TO 
aa couse lest. -* te) 
5 = = 
Set z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
S84 ce} ————— 
Geo s yes [] No | 
g a  _ wat 
253 = | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Port | or Pert Il of item 18.) 
ols & | OR CONTRIBUTING [] CAUSE OF DEATH 
22e & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
=5 = rae 
Ss2 & | Zoe. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 208. (City or fown) (County) Siete) 
4 3 a ‘Heureere While Not While factory, street, office bldg., atc.) 
3 ry = p.m. 19 et work et work | 
£0 } 
Be 
eos 21. | certify that (I) (this hospital) attended the deceased from........0 MUATY....y, .» 19.28, that (I) (we) last 
"OR saw the deceased alive on...... voy al aa 62 and # jeath occured al | from the causes and on the date stated above, 
as as = E. 
is 2e,_SIGNAT 22. DATE 
ae an ATTENDIN STAFF SIGNED 
a See : PHYS, DIRECTOR a) PHYS. [_] 
Hom -= Z “ = ~ 
= os Ge Tie, PHYSICIAN'S, 22d. ADDRESS 
as NAME {Type 
Roms | C,Porterfierd _.... Hampstead, Mde j ne 
ce 3 3 = Ze. iin qeuaon 23. DATE THEREOF, Zac, AME OF CEMETERY OR CREMATORY, ‘é LOCATION (City, town or oul Ty, 
ah o specify a <6 Wa ; 
otoss OAidte Y- 2% aS. er a blecte tf We, 
BrP " WES REGISTRAR | 25b, REGISTRAR’S a 


pate APR 27 '62 | Dwi £ Hn 


[efoten “Clack Pfeuiffsled 7 JM a | 


MARYLAND STATE DEPARTMENT OF HEALTH 
aia linia RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04407 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, if institution, Residence before edmission) 
a. COUNTY e. STATE b. COUNTY 
_ Carroll MARYLAND Maryland Baltimore 
b. CITY OR TOWN {if oulside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporele limits, wrile RURAL and give neerest lown] 
write RURAL end give neerest town) 2 yrs.e mon r = 
Sykesville Baltimore 4 b2K "A 


a __. 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress} | d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 


__ Springfield State Hospital 8107 Bon Air Rd. ves [] Node] 


st ‘Middle “Lest 4. DATE Month Dey “‘Yeer 


. NAME OF First DA 
oer Ella Mabel Kreidler McKni ght ely 5 April 29 19 62 


urs after 
fhe funeral 


-transit permit. Then please remove carbon papers. Pages 1 and 2 sh 


é 


igned by the attending physician and completely filled in 


DECEASED 


5. SEX [6 COLOR OR RACE|7, MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS._ 


lscbephday) ments Deys | Hours Min. 


Female White winowe [%}  oworcio []| April 17, 1883 179 yn. 


Wa. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife _ - Illinois U.S.A, 
13. FATHER'S NAME = | 14, MOTHER'S MAIDEN NAME 


Charles Kreidler Emma Klein 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
{¥es, no, or unkown) | (Ifyesgive werordatesofservice) 


lo - ws “Se | Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (e), {b), end (e).] * Yap AN a a 
DEAT! 
PART I. DEATH WAS CAUSED BY, | 
immeiaté cause (e)__Arteriosclerotic cardiovascular disease. 


“Ye ad. DUE TO 


Conditions, if any, which (b)_ 
geve rise to immediete cause 

(e), steting the underlying DUETO 
cause lest. e) 


y event, within 72 hours after death. 


© 


|, cremation, or removal, and in an 


PART IL, OTHER SIGNIFICANT DITIONS CONTRIBUTING TO DE. BUT NOT RELAT! ‘© THE TER: D)SEASE CONDI] ie GIVEN IN PART Ve)! 19. WAS. ‘AUTOPSY 
C.B.S. assoc. with 5 emis brain trsease with psyc ule reaction. | . Bi no 
YES NO 


208, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 20e. PLACE OF INJURY (Home, farm, ' 201. (City or town) (County) (Stee) 
Hour ©.m. While __Not While factory, streel, office bidg., ele. M i 
p.m. w et work. ‘et work 
2. I certify thet (I) (this hospitel) attended the deceased from. February. 
saw the deceased alive ON. April. CFs 19. &2., end that death occured 45 «Bn ‘3 causes and on the dete stated Seva 


22e. SIGNATURE E ab, DATE 


ATTENDING STAFF 
Atel L Cam mo. | PHYS. = [J] DIRECTOR O Prvs. [ot 


22d. ADDRESS 


et “Agustin dala, MDs Springfield Hospital, Sykesville, Md. 


23. lieved CREMATION, | 23b. 2 THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (ivy, } town or Sarl ; —[Steta 
REMOVAL/ (5) ay 
. CepsJery e Penna. 
4 Ly) 
y L DIRECTOR'S, LU Y f, LUk2. Set 25a, REC’D BY REGISTRAR | 25b. arc 'S SIGNATURE 
3 
hes é re Spa pare WAY 3 “62 a aie la i 


MEDICAL CERTIFICATION 


x 
x 
5 
C3 
= 
3 
g 
3 
a.) 
2 
& 
8 
= 
3 
3 
2 
= 
$ 
‘a 
Hf 
z 
4 
2 
= 
5 
a 
p 
rs] 
a 
0 
= 
F 
5 


‘@retained by the hospital or attending physician. 


TOR: After this certificate has been si 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, 


TO FUNERAL Dik. 


death. Page 4 


TO HOSPITAL 


3 


s 
a 
” 
eS 
my 
Q 
ce 
nN 
= 
= 


icate be executed within 24 


ENDING PHYSICIAN: The law requires that the death certifi 


foretained by the hospital or attending physician. 


UNERAL DIRECTOR 


as 


TO HOSPITAL 0: 
death. Page 4 mi 


uld 


he funeral 


in 


pers, Pages 1 


d completely filled 


After this certificate has been signed by the attending physician an 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carb; 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


>TO F 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION, aren RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04408 


1. PLACE OF DEATH 2, USUAL RESIDENCE [Where deceesed lived, If Insfitullon, Residence before edmission) 


COUN! @. STATE b. COUNTY, 
Carroll MARYLAND Maryland 6arroll 
b. CITY OR TOWN [if outside corpore! ' ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limifs, write RURAL end give nearest lown) 
write RURAL end give neerest town) 
Rural Keymar 2 Years x Rural Keymar 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) ||) d. STREET ADDRESS @. 1S RESIDENCE 
' r ON A FARM? 
Keymar R#f1 Keymar Ryf1 ves (X] No [] 
. NAME OF First Middle Lest 4. DATE Month Dey Yoer 7 
DECEASED OF 
(Type or print) Lyttleton M. Morgan | DEATH April 19 62 
5. SEX | COLOR OR RACE) 7, maRrieD [] NEVER MARRIED [] | 8+ DATE OF BIRTH ]9. AGE (In yeors [IF UNDER ¢|_IF UNDER 24 HRS. 
= last birthdey) | "Months Hours | Min. 
Male White wioowe [X]  vivorcep [] |Sept. 3, XREE 1877) «8/4 %s. | 
102, USUAL OCCUPATION (Give kind of work | 106. KIND OF BUSINESS OR INDUSTRY | li. BIRTHPLACE (County & Stele, or foreign country) | COUNTRY? 
done during most of working life, even if retired) | 
Railroad Worker _ | Railroad beg 
13, FATHER’S NAME 
| ______‘John Morgan |_Alexima Unknown A 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT a Address 
[Yes, no, or unkown) | (Ifyes givewerordetasofservice) 
Mabe eel i None Kenneth L. Morgan, 4226 Kelway Rd., Balto. Md. 
18. CAUSE OF DEATH [Enier only one ceuse per line for (e), (b), end (c).) INTERVAL BETWEEN 
NSE AN 


PART I, DEATH WAS CAUSED BY: ‘ oot. ss te be 
L IMMEDIATE CAUSE (e)__ = 
\ 


—\ am 


~~, DUE TO 


Conditions, if eny, which (b) Seumrall mo 
geve rise to immediete couse 
DUE TO . < } 
oe OE er A z 


(¢}, steting the underlying 
ceuse lest. (ec) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO QEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]/ 19. WA@ AUTOPSY 
Q — ao PERFORMED? 
= — 
3| CerbuoWeacntan Adiwta (YS 2 ) IFb60 eI) = 
% 120, ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED, (Enier neture of iRfury in Pert I or Pert Il of item 18.) 
az | OR CONTRIBUTING [} CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
§ | 20c. TIME OF INJURY “Month, Dey, Yer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stete) 
2 Hage: While __Not While _ | fectory, street, office bldg., ate.) | 
z tin 19 [et work et work | \ 
21. 1 certify that (I) (this hospital) attended the 7 ipl. omeaee 19) o to.! Or. AY, 19 opinat (VY) (wahlast 
* 
saw the deceased alive on. Pet. 19.6 Bp and that de. occured aR Apom the causes and on the date stated above, 
ae. SIGNATURE i =) = re ~  g  DATE 


| ATTENDING ae STAFF SIGNED 
mp, | PHYS. mReCTOR [} PHYS. [] 4, 2/oz- 


22d. ADDRESS 
. Taneytown, Maryland _ 
7 - TOCATION [' 


* A 
22c. PHYSICIAN'S 


NAME (Type) E.Ambler Thomyson 


Zab. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY [23 


23e. BURIAL, CREMATION, ty, town or county) 


REMOVAL (Specify) 


_h-$-62 _| Parkwood Cemetery | Baltimore, Md, 2 
24 FUNERAL DIRECTOR'S SIGNATURE 25b, REGISTRAR’S SIGNATURE 


ADDRESS ee REC’D BY REGISTRAR 


GLE vo Tif vm MHA "82 


Citta £. 


( | 
on 
ry 


jours after 


inwey the funeral 


signed by the attending physician and completely filled i 
Then please remove car! 


l-transit permit. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 
I, cremation, 


director, page 3 should be detached for use as the burial 


retained by the hospital or attending physician. 
be filed with the State Dept. of Health prior to burial, 


TOR: After this certificate has been 


TO HOSPITAL 


VR AIS (4) 
15M 7/61 


: MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION Onyygne* RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04469 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare decossed kvad, If Institution: Residence belore sdmisston) 
Bh ae a. STATE b. COUNTY 
Carroll _ MARYLAND Maryland Baltimore City a 
b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (if outélde corporate limits, write RURAL and give naaras! town) 


write RURAL and give nearest town) 


i Sykesy 2 _ Baltimore 30 ‘ BV BLP 
yd 4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva street address) 4, STREET ADDRESS oris RESIDE 
___Springfield State Hospital __||_ _:1700 Belt Street yes [] No bd | 
3. NAME OF - GT ge t Middle . “test 4. DATE” ‘Month Dey “Yeer 
DECEASED 3 oF 
(Type or print lavrence ' Mullinix | DzaTH April lL, 1962 
$. SEX "| 6. COLOR OR RACE 7, 8. DATE OF BIRTH |. AGE (In years | IF UNDERT YEAR| IF UNDER 24 HRS. 
7. MARRIED [_] NEVER MARRIED Ex] font bethdeyl [sete Dest | Hoe en 
Male White wioowen [7] __pivorced [] |1=73=05 57 ys | | 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working Hfa, even if ratirad) 


Crane rator 
A Ope ator _ 


FATHER’S N. 
Albert Mhllinix 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yas, no, of unkown) | (Ityas givawer ordatas of service) 


[e} - 
‘V8. CAUSE OF DEATH [Enter only one cause par lina for (a), (b), and (e).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: . 
f mt cause (a) Coronsry occlusion —«_— — : Hours = 


1Db, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Slate, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 


= 14. aoheredans U.She 
Annie E, Kane 


17, INFORMANT Address 


Springfield State Hospital 


13. 


16, SOCKAL SECURITY NO. 


DUE TO 


Conditions, if any, whiel (b) 
gave risa to immediate cause ‘ 
(2), stating the undarlying (CUETO 


| 
eee - | 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ila) 


“19. WAS AUTOPSY 


Zz 
2 PERFORMED? 
j| Schizophrenic reaction, paranoid type. E: ves Fj] No 
E | 202, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. [Enter natura of injury in Part | or Pert Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 2De. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY (Homo, farm, | 20f (City or town) (County) (Stale) 
rat Hour a.m. Whila __ Not While fectory, streat, office bldg., atc.) | 
2 nie ” at work [_] at work ! 
21. I certify that (I) (this hospital) attended the deceased from... 3xhe, 4u72 POversinsendee bh 1908, that Q) (we) last 
saw the deceased alive on... Aram .1962..., and that death occured at Me noir the causes and on the date stated above, 
22a, SIGNATURE = Pew ; ie ae ‘a ae ~ 2b, Ge 
- = Ee 4 
SS nm my mo, | PHYS. [] DIRECTOR [] PHYS. fy] A-l4-02 
! /22c. PHYSICIAN'S 7] x 22d, ADDRESS Faye 
NAME [T . 
‘ rr__Adnan Sonmez, M.D. springfield State Hospital, Sykesville, Ma. 


23d, LOCATION (City, town or county) (Stata) 
KYLE hura, uD, 

25a, REC'D BY REGISTRAR | 25b./REGISTRAR'S siguarune 

vate APR 1 6 ‘2 F i. es ee Peo 

APR 16 62 Cttun & Mand 


230, BURIAL, CREMATION, | 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 


3 (Specity) Y-17-6e 7 Pacgect (Cen 


24 FUNERAL tt, SIGNATURE ADORE. 


Me bith fred We 132¢ fat Ox ec 


MARYLAND STATE DEPARTMENT OF HEALTH — 


04 41 4 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04410 


md 


Z \ 


<~ ce 
& 3 a. Teal 2, USUAL RESIDENCE (Whore deceoted lived. If institution: Residence betarerooea 
8 f 
<= £3 . Carroll MARYLAND ° STATE Maryland ». county —_ Montgomery 
= pee \ B. CITY OR TOWN Tif ouside corporote limits, wile Te. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
i» w URAL and give nearest town) f : 4 
3 Ps Rural--Sykesville yy. Im. 20d, || Silver Sprin /- 
=< 22 Loy d. NAME OF HOSPITAL (If not in hospital, give street address) ‘d. STREET ADDRESS . 15 RESIDENCE 
$= OR INSTITUTION i ON. A FARM? 
[ih EY Springfield State Hospital 10205 Southmoor Drive yes] No 
8 ce 
2 ic 5 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
s 234 (Type or print) Mary Blanche O'Donoghug earn h 1 1962 
= 2s S$. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED oO B. DATE OF BIRTH 9 Feat IF UNDER } YEAR| IF UNDER 24 HRS. 
= i " last birthdoy) [Month 
Se female white  |woowenm  oworceng) | 9/5/80 Cute ale eal Wee 
2 a a : 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
> 4 
3 8 Q 2 during most of working life, even if retired) 
Bozet housewife Own Home Maryland USA 
g oBR 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
c 
= ts ae ) Eckleaton McWilliams (unknown) Neale 
8 
S ie? Tg, WAS DECEASEDEVER IN U: S. ARMED FORCES? 16. SOG\AA SECURITY NO. ]17. INFORMANT ‘Address 
ofp SRR 
28 Mee, no | None mewn-- (Springfield Hospital records - Sykesville, Md, 
2 £2 
3 = 8 = 1B, CAUSE OF DEATH [Enter only ane cause per line for (0), {b), and (c)-} INTERVAL BETWEEN 
3 =e. * 2 
pers = r Gp DEATIUMEDIATY Cause (a)__Carcinoma of the tongue and general metastasis months 
= - ~ 
5 £5 / \ ij DUE TO 
eat Conditions, if any, § ehifh bh 
Ss BES gove rise to immediate 
ee gas cause (o}, stoting the under. ( DUE TO 
Sees es lying couse lost. © 
£¢. ipingsc rye bee, 
3 2 3 6 A 4) a Pant It. aa SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o) |19- nthe AUTOPSY 
gars 2 Chronic | brain <syndrome with cireulatery disturbance with cerebral & erie NOE 
ao =o Vv psycno on 
Fou = 200, ACCIDENT WAS UNDERLYING o. Rob. DESCKIBE HOW INJURY OCCUREED. (Enter nature of injury in Port | or Port Il of item 1B.) 
ZSb eo & | OR CONTRIBUTING L] CAUSE OF DEATH 
< 5 = n3 3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 6 3 85 & ]20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
= 3° 2A 3 Hour o. m. While Nal ohile, factory, street, office bldg., etc.’ Jy 
ZzzE°2 = p.m. 19 lat work [[] ot work 
5,28 ; , ; TL 2 
za2 5 certity al ts haspt attende je cecease i oe A i, ee ae See # a we) las! 
es 21.1 certify that (3 (this haspital) attended the d d fi 1902_, that % (we) last 
“ d 
Sees saw the deceased alive an /1. 319: 62 and that/death) accurred at O% m_the causes ana an the date stated abave. 
° 3 $ Se) 22b, DATE 
<a5 COL ‘ (} ATIENDING MED STAFF L 
te me Le a eee ee W/ST08 
Oey 2 7c. PHYSICIAN'S 4 22d, ADDRES: + . 3 
ooze | “TACT Nacd N i As © Springfield State Hospital 
E 235 = 2 yukunsal, Me Def | Sykesville, _Maryland____...___-.------- 
ga 3 ¥4 2 230. BURIAL, eae 23b. DA EREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
>5 REMOVAL (Speci _ 5 
zee ee 4-62 Prospect Hill Cemeter Washington, D.C. 
De 24, FUNERAL DIRECTORS SIGHIATURE "f) ORS bu sdGeorgia Ave 12 HCO s eoisTeAR = REGISTRAR'S SIGNATURE 
Y KAS ’ 
Va AIS (0 Warner E. Pumphréy, Inc. Giver Spring ™ ng oats APRS 6 Onilan if Kiasat 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION Fayryxicet RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
_ CERTIFICATE OF DEATH 044 44 


5 e2 
3 £3 ip De Gist DEATH toe, 7 2, USUAL RESIDENCE (Whore decoased lived, Hf institution: Residence before o 
oe = 3 a. STATE b. COUNTY 
226 Carroll a 4 MARYLAND || _ Maryland 
= za b. CITY OR TOWN (if oulside corporate limits, c. LENGTH OF STAY IN 1b “c. CITY OR TOWN [If outside corporate limits, write RURAL end give neared! town) 
35 3 write RURAL and give nearest town) 
4 é 
WE: __ Sykesville _110 mos,]3days|___— Frostburg eae: 
= 25% / 4. eee OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) 4d. STREET ADDRESS . onc 
> oa 5 4 
a =u ___Springfield State Hospital | 75 B. Main Street ves [1] NO Bx) 
= $Eu 3. NRME oF First “Middle Last 4. DATE Month Dey “Year 
2 aes ERSE oF 
e Reo ga Robert William Pascoe [ieeaies April 
. 8 5. SEX "| 6. COLOR OR RACE)7. MARRIED |] NEVER MARRIED ‘B. DATE OF BIRTH 9. AGE ‘eas years | IF UNDER 1 = UND 
metas Mali Whit last birthday) |Monthe| Days | Hours 
ee ale ite WIDOWED pvorceo []| November 19,1908 Yes. | 
S$ sg s 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ee & Siate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
£ 3 4 
= gee done a rues wena Ihe even if relired) | | 
5 See a spatcher | - | ‘Land U 
oy eS 6 — = _—_ = t __ Mary’ s§ A — 
= SOE 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 7 ebee 
S £85 
oeace Robert Pascoe |___ Sarah Smith 
© 25. | 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
= ae is (Yes, no, or unkown) Hmhevaerdon seri 
5 o 8 : 
B.2.8 No_ 5 __| 216-22-5333 | Springfield Hospital Records fs 
BPE "| 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
fig = g5 PART I. DEATH WAS CAUSED BY: , pai el 
sere IMMEDIATE CAUSE (a)__ Intracranial hemorrhage, cause_unknown : Days: = 
fangs iS DUE TO 
24706 
gegis Conditlets, Paay, Ld »). _Bronchopneumonia Days 
as ee a6 rise 1b Ininediefe cause . 5 | 
Fasag O a the underlying DUE TO \ 
= o'S Buse) ager te} | — 
a5 3 te a s z cate SE eae eye 'S CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
ze g convulsive disorder with hoti ti 
Os = psychotic reaction. 
SPESe5 < yes K] no [] 
uss 3g 3 he ‘vs > Ln: 2 Je ihe L 
ie 825 © [20a. ACCIDENT WAS UNDERLYING [| | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18.) 
2s OR CONTRIBUTING [-] CAUSE OF DEATH 
Bees § (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> a — Fis SS Bf Saas Se eee eee eee 
Qasez & | 20c. TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. {City or ‘town) (County) (State) 
ae <3 Fal Hour a.m, While __Not Wate factory, street, office bldg., ete.) | 
eae. 2 ba 19 jet work [_] at work ' 
aos ! 
2 a 
rR 2083 . | certify that (I) (this hospital) attended the deceased from...0/ ie 19 .ccepette April... 20ers 1%§2:, that (1) (we) last 
x B0e8 saw the deceased alive on. Apri 20 19. £2., and that ean sexi ‘alOe BOAR m the causes and on the date stated above. 
g R=? Py Ae eZ ATTENDING. MED, STAFF 72. SIGNED 
o . 
“ea ce | Ss 490m IOS mo. | PHYS. [EJ director [] Pays. 1] on 0/62 
e aa He 22e. Mt 5 ene ee wi 
NAME 
aoe 33 {yee Adnan Soames, MoD. _Springfi 24 
ge mZE 23a, BURIAL, CREMATION, | 236 i ey OR CREMATORY 
o2038 OVALs (Spe y yy | 
He ee 


25=, REC'D BY REGISTRAR | 25b. STRAR’S SIGNATURE 


vate APR 26 62 | 


VR AIS (4) Q FUI 1 ise ‘S SIGNAJURE 
Sh en ins ng Can 224 oo 


MARYLAND STATE DEPARTMENT OF HEALTH | 
wii RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


sal 


(Yas, no, or unkown) 


No 


[Ifyas giva waror datas ofservice) 


Springfield Hospital Records 


\A CERTIFICATE OF DEATH 04412 
5 BP za ‘t 4 eo 
es 1, PLACE OF DEATH 2, USUAL RESIDENCE {Whare dacoased lived, If institution: Residence before edmission) 
Se 
nee . COUNTY 2, STATE b. COUNTY 
3 ga MARYLAND Maryland on ito, City 
2o oe b. CITY OR TOWN [if outside corporaia limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporale limits, ywffe RURAL end giva naerest town} 
ee write RURAL end give nearest town) A gon 
bs Sykesville 13yrs.6mo.16dys. Baltimore 29 . Zv0i- 
Bas / -) d. NAME OF HOSPITAL OR INSTITUTION (if not in hospifal, give street eddress) od. STREET ADDRESS 81S RESIDENCE 
eer 
pea! ringfield State Hospital Ventnor Lodge, 526 Chapelgate) vs [] no 
2% Lamu eed Se ee ee ¥ B8ou) Cees sel Fy 5 
3 gn . HeCER SED is ~ Middla Last 4. DATE Month Dey “Yeer 
San OF 
Pac {Type or print) Medora Viola Peregoy peatH = April 5, 1962 
Sct a ee BL eat” 
eS 5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pat Heian ESB ESD at (sstbuthdey! | Ronthe| Dees |-Heos [Mn 
= 
s§2 Female White | woownf]  vivorcio(] [September 28, 1881) 80 mn. 
Bes 10a, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
B38 done during most of working life, aven if retirad) 
Ese Housewife a Maryland i.e (. -BSeas 
a» 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
oa 
ss Sohn Warwick Mary Oram : 
Ss 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT ‘Address 
a2 
on 
ee 
BE 
2 & 


|, cremation, or ma (2) 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


~ 2b, DATE 


ATTENDING MED, STAFF 
[Ss Leth mo. | PHYS.  [[] oirecror [] Phys. Gg pes) 


e 18. CAUSE OF DEATA [Enter only one cause per line for a], (b}, and (1 INTERVAL BETWEEN 
3 PART |. DEATH WAS CAUSED BY; i SUSE SOE 
3 IMMEDIATE causE i) _ AYterdosclerotic heart disease, _Years - 
a5 yY 6 1X DUE TO 
ro 4 
eee Conditisms, Wend shih Diabetes Mellitus _ a: Years 
vs 3 1 geve rise to immadiate cause 
2uks (e}, steling the underlying f CUETO 
bf oa 3 causa last. 
ve + SS {e). — — —— ——!__. — 
ard 2 = a 0 ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na}| LE Was A Oey 
” oO a 
Seo s| CBS assoc) with cerebral arteriosclerosis with psychotic reaction, ves [] No 
SESS o ———— — 
2 s S fF E 2De. ACCIDENT WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Part Il of item 1B.) 
oud a | OR CONTRIBUTING [-] CAUSE OF DEATH 
fit © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
aS s 3 3 $ 20c, TIME OF INJURY. Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 2Df. (City or town) (County) 
2 ar + g Hour leith While o” wie factory, street, office bldg., etc.) | 
2.9 19 at wo et work ‘ 1 
‘eae : 
BO88 015 8 to. = 5p 19.62, that (1) (we) last 
USe Bees at i, , Wan Ney cotisa: and vOnaheLcdete stated above, 
Sh > = 
Bans 
te = 
z ag Re EY 22d. ADDRESS 
a > x 
ace 33 / _-Agustin del Campo//M.D, _| Springfield State Hospital, Sykesville, Md 
gs 5 pares 23a, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~ (Stete) 
3 os8 REMOVAL (Specify) Me 2. C 4 
e°eg Nj=9-1962 Morelang “emorial vemetery Baltimore 5 Lem 


25b. REGISTRAR’S SIGNATURE 


( Seidl S, Kine 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS = 25a, REC'D BY REGISTRAR 


Ho BNorv Reeds |onAPh 9 "62 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
aa RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
__CERTIFICATE OF DEATH 04413 


—— 


IMMEDIATEQCAUSE (ef _ 


X\ ¢ DUE TO 
= 
cond The wis MALE rking besos g. | 7 teeFap. 


geve rise to immediete ea 
{a), steting the under! 
cause lest, (c) 


PART li, OTHER SIGNIFICANT aa 9. WAS ‘AUTOPSY 
PERFORMED? 


G 3 CONTRIBUTING TO DEATH BUT NOT | RELA] ED TO THE RMINAL DI: DISEASE “CONDITION ¢ ites RTT 
Na : vaser¢@/ | ¥65 [] NO | 
Oa VACCIDENT WAS “UNDERLYING [J] 9, Aes DESCRIBE HOW Le OCCURED. (Enidr not f injury in Part | or Pert Hag he em 18.) y -* CAE a 


20ah 
OR CONTRIBUTING [] CAUSE OF Beate | 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


4 
Pardes A | eee 
re s 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residenca before Saniiion] 
eae peers! a, STATE b. COUNTY 
5 one Carroll MARYLAND Maryland Carroll 
ot Vg b, CITY OR TOWN (if outsida eorpore ¢. LENGTH OF STAYIN 1b || c, CITY OR TOWN ff outside corporate limits, wrils RURAL and give nearest town) 
we 3 write RURAL ond give neerest town) x 
Set a Taneytown : | 20 years 4 Taneytown > 2 2 
3 4 ao X d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) { d. STREET ADDRESS AS 
Bey 
ee 
a3 | __—«89 West Baltimore Street_ ___89 West Baltimore Street ves [No EX 
2s 3. NAME OF First ‘Middle | last | 4. DATE Month Dey a 
aah (ype ri Willi Ed Phill BE A 6 
Pac ‘ype or print: i am gar illips DEATH pril 27 19 62 
8sé 5, SEX 6. COLOR OR RACE|7, maRpieD [X] NEVER MARRIED [-] | 8 DATE OF BIRTH < 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
Ee Male White WIDOWED DIVORCED Jan. 18, 1885 ” fas = le | ne 
CPS i I . yrs. 
€ 4 be ae? J. eet = tl 
4 ¢ ig 10a, USUAL OCCUPATION (Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | i. BIRTHPLACE (County & Stele, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
33% done during most of working life, even if retirad) | 
3s Retired Farmer | Own Farm Frederick Co. Maryland USM oA 
a 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Qa s 
ss lycurgus’ Phillips | Annie Martz 
Se 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT a Address Z 
= aa (Yes, no, or unkown) | (Ifyesgive war or datesof service) 
an _No_ ‘— 215-14-1955 | Mrs. Edgar Phillips, Taneytown, Maryland 3 
: pate 18, CAUSE OF DEATH {Enter only one eause per line for (e)_{b), end (e).] ae agese BETWEEN. 
as PART |. DEATH WAS CAUSED BY: se 2 Be pean 
ya = 4 1x- o> an — 
53 
Be 
a8 
gz 
§ 
a 
” 
3 
= 
2 
iy 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 


Hour a.m. | While __Not While 
19 Jet work [_] at work 


21. 1 certify that (I) (this hogpfial) attended the deceased from...2 


saw the deceased alive on. 


20. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ {Stete) 
fectory, street, offica bldg., etc.) | 


MEDICAL CERTIFICATION 


Paso. 19. BASF (1) (we) last 
bien. from the causes and on the date stated above. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and j 


& director, page 3 should be detached for use as the burial. 


220. SIGNATURI eZ “aaa A at 2b. DATE 

ae Ey ae & Mp. | PAYS. a DIRECTOR Do revs. 1 aay as 

° > PHYSICIAN'S 22d, ADDRES: 
Bo NAME (T: Lr 
ae ic 1S... M a Loe 4g ip | 
Og 23e, BURIAL, aa P s DATE THEREOF Fae. NAME OFFCEMETERY OR CREMATORY 23d. KGCATION (City, town or — Pak: 
ah REMOVAL (Specify) | 
229 B 4/30/62 Keysville Cemetery eysville, Maryland _ Bs 
ce ‘ADDRESS 2Se, REC'D BY rary 2Sb, REGISTRAR’S SI napa 

VR AIS (4) APR 3 niin 6 Othay Zz 

15M 9/60 Taneytown, Md. DATE bs 


MARYLAND STATE DEPARTMENT OF HEALTH 
Piva | hes Cin RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 04414 


he 
-_—> 


cd 

ry $8 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decossed lived, If institution: Residence befors edmission| 
2 25 \ e. COUNTY * ¢. STATE b. COUNTY UA 
g 2Ne Carroll MARYLAND Maryland __ Montgomery \“ 
ee b. CITY OR TOWN {if outside corporate limits, . LENGTH OF STAYIN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL end give neerest town) 
>= 3 ‘welte RURAL end give nearest town) eh 43 
wm, S ___ Sykesville _ 6 days z - Rockville Of Oe ee 
= 35° d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give straet eddress) d. STREET ADDRESS o- 15, RESIDENCE 
3 mas Sori : 

 ¢ pringfield State Hospital 102 Dawson Av yes [] No 
vy ge es == : Ate de i= = Ee | es 
& 88a 3. NAME OF First “Middie Last 4. DATE Month Day Yeer 
= aah DECEASED OP 
¥ §-£ | Pgerat wt ge omas Jefferson Poole DeaTH = April 18, 1968 
3 oe = 5. SEX 6. COLOR OR RACE|7, MARRIED [oKNEVER MARRIED [_] | 8: DATE OF BIRTH ae AU Peotone Yea fi Ce HRs. 

S 
oe se Male White winowen [] _vivorceD [_] March 7, 1920 2 yes. | Palins «ik ] 
s J re — . omit a a 
8 #33 Te. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
SETS done during most of working life, even if retired) | | 
3 282 Construction inspector - Maryland OP 
= & gs 13. FATHER'S NAME 7 14. MOTHER'S MAIDEN NAME ‘. 
oe 
§ ene _John E, Poole | Laura Reed 
2 £52 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT = by Address eu 
a Pe] (Yes, no, of unkown) | (Ifyesgive werordetes of service) q 
z 2" 8 i = ($77 -26 -4469 Springfield Hospital Records ee 
= J 1B. GAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c)-1 = INTERVAL BETWEEN 
3 Ss PART |. DEATH WAS CAUSED BY: eer Sere 
3, e L ee ‘)_Lobar pneumonia, organism undetermined. 1 Dare 
£ 4 j “i DUE TO 
3 BV Conditions, if eny, whic (b) 
o S geve rise to immediete cause - =i > lm 
S DUE TO 


{e), stating the underlying 
cause last. (e) 


be retained by the hospital or attending physician. 


49. WAS AUTOPSY 


ae atework [_] et work [_] | 


19 : 
21. | certify that (I) (this hospital) attended the deceased from. ADLLL..L2y.. 19.62 to..April..18,... 1962, that (1) (we) last 


saw the deceased alive on. ADTLL..16,........19..62, and that death occured at.9..AM, from the causes and on the date stated above. 


Fs 9 z PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 
I i] ‘ . fF PERFORMED? 
3] ~|2|Delirium tremens, (Medical Examiner notified but he re t poet YES NO Ps) 
an vi as #. a —— ee, ae 1 ee: = Lp — 
% | 2da, ACCIDENT WAS UNDERLYING (1 ] 20b, DESCRIBE HOW INJURY OCCURED, (Enter nelure of injury in Pert or Sala eat he 

& | OR CONTRIBUTING [] CAUSE OF DEATH | 
ae SG | UF EITHER, NOTIFY MEDICAL EXAMINER] | 

= = .8 mi Te ; 
g % | 2c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INIURY (Home, form, - 20. (City or town) (County) (Sele) 
= S aur atin While __Not While fectory, street, office bldg., etc.) | 
3 2 
5 
ey 


v 


TO PUNERAL DIRECTOR: After this certificate has been signed by t 


director, page 3 should be detached for use as the burial-transit permit. Then p! 


be filed with the State Dept. of Health prior to burial, 


i raiaeage D) ATTENDING. MED, STAFF 2S GNED 
at Sz aun Aen m3, a mo. | PHYS. [=] _birector [7] PHYS. fe. 4/18/82 
Ee 22¢. PSC vi ; 22d. “ADDRESS ; 
a | ae an Sonmez, M.D. __|Springfield Hospitel, Sykesville, Md. _ 
ne 3a. Bi Mi on ] 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~~" (State) 
nee “Banal” #/a1 [> Mleneonty Cemetery BeallearcLl, 77]. 
24 FUNE 


25a. REC'D BY REGISTRAR 


pare NPR 25 "02 


2Sb. REGISTRAR’S SIGNATI 


Cthun £ Fleaus 


VR AIS (4) \ RAL PIRECTOR'S SIGNATURE ; ADDRESS | 
15M 7/61 & © prot. 
i \ t "Uae Ce: ether Barra pfhoh: 


oral 


abe 


4 


< 


04419 


CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Reg. oi QA LES) 


1, PLACE OF DEATH 
. COUNTY, 


‘arrel 


2. USUAL RESIDENCE (Where deceosed liv 
0. STATE j 


MARYLAND ¥ a 2 


ONY Carroll 


institution: Residence before odmission) 


th. Poge ce 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN ‘corporate limi 


‘unerol director, 


¢ 


Lit Aig as = fuaraf 


ite RURAL ond give nearest town) 


RAL ond give neagest tewn! 
A 
Rear” DES tv 4 Yeers 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


‘OR INSTITUTION, 


| d. STREET ADDRESS 


Flag marsh Re ad 


E39) 


e. 1S RESIDENCE 
ON A FARM? 


Yes § No [] 


hours aft, 


Middle 


LL wo rth 


|. NAME OF 
DECEASED 
(Type or print) 


Redding [tn 


Yeor 


1962— 


Month 


Day 
vif 


3 


Poges 1 ond 2 should be filed with 


6. COLOR OR RACE 


[onte 


B. DATE OF BIRTH 


Sek 2, 189% 


7. MARRIED 
wipoweD (] 


NEVER MARRIED [[] 
bivorced (] 


“Male 


9. AGE (In years 


iF UNDER 1 YEAR] IF UNDER 24 HRS. 
EA hdoy) [Months] Days | Hours] Min. 
en 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


& aan Me ceili frchreds lees: WHAT COUNTRY? 
ring most of working life, even if reli A 
Fs Seam an Shipyive Mar land (ied 
3 13. FATHER'S NAME * 14, MOTHER'S MAIDEN NAME 
8 = 
: ® Kober+ w, Redd jhe Resetla Mc Elwe. 
6 Ts, WAS DECEASED EVER IN U, 5. ARMED FORCES? |16, SOCIAL SECURITY NO, | INFORMANT Address a 
— (Yes, 10, oF unknown) {if yas, give wor or dates of service) % =2 G led = a: A # A wv 
2 - = no h,2- ; hea? , 
: es "S97 -1779 [218-03 26, Mvs.Gledys Reddine | K 
8 1B. CAUSE OF DEATH [Enter only one couse per line For (0), (b), ond (c).] INTERVAL BETWEEN 
= RT 1. DEATI : ? 
revocnuussuenas Acude Pelmenery Edema Omi. 
e L Vd AA DUE TO Z d 
.. . .\ a = 
Conditions, if ony, which ic Cong estive Beart Earlene 2-3 dayy 
gove tise to immediote{ oe 
couse (0), stoting the under: A ~ 
lying couse fost. rai harteriy schectic Heart Disease 3 mouths - 
6) Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mfo)] 19. pe eat ey 


yes] No i 


20c. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


INDING PHYSICIAN: The low requires that the death certificate be executed within 24 
MEDICAL CERTIFICATION * 


@ hospitol ar ottending physicion. 
R: After this certificote hos been signed by the ottending physician and completely filled in by th 


the registror prior ta burial, eremotion, or removol, ond in any event within 72 haurs ofter deoth. 


poge 3 shauid be detoched for use os the buriol-tronsit permit. 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
eure ae. White Not white foctory, street, office bldg., etc.) | 
p.m, 19 Jot work [[] ot work i 
21. | certify that | attended the deceased fram... October _, 196/_, 'o. Apres _., 96 Zhat i lost saw the deceased 
’ 4 
° alive on__ fre ace Pea * wee, and that death accurred at/ 2AM, fram the causes and an the date stated abave. 
ra ADDRESS (Street, city of town, stote) DATE SIGNED 
j crust Mh Cecbeut Ge (A we 
= 2 SIGNATURE, te MIDs ha é © So, Main Ri ee ee Y ‘/3f6 jaca 
=o / y| ‘ 
25 PHYSICIAN'S 
£33 Nant yea WR, Cv/uey _ Mount Biry Mt 
a8 2 220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
2 >S sou ey 
ah ur 4/6/62 Lorraine Park Ba 
ee \ [23. ep pee. te ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
x 2, 1 Pave 
ny wvemascus, Md, pate APR 6 "62 Costu f, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04420 CERTIFICATE OF DEATH 04416 


re 


done during most of working life, even if retired) 


Plvymbe: “a | 
13. ate ee : wea [pide etage Ateatent oS U.S.A. - 


1 z See = 

a3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where doceosed lived, If Inslitulion, Residence before admission) 

2s a. COUNTY e. STATE b. COUNTY 

gale Carroll MARYLAND || _ Maryland _ Montgomery 

= b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Tb ©. CITY OR ae (If outside corporate limits, write RURAL end give neerest town) 

» 3 write RURAL end give nearest town) 

3 Sykesville lyr. 4mo.22dy Rockville Sa fiper te 
3 [4 d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give siraat address) @, STREET ADDRESS . + RESIDENCE 
” 
2 Springfield State Hospital : 1016 Crawford Drive ves [] No fg 
oa 3. NAME OF First last 4. DATE Month Day Yeer 
a DECEASED OF 
s Gyeeerein) = WAL dam Thomas Rhodes DEATH Sy Aspnd 10, 1962 
= 3. SEX 6. COLOR OR RACE) 7, waRRIED [] NEVER MARRIED [-]] ® OATE OF BIRTH 9. AGE (In yours |IF UNDER T YEAR | Md UNDER 24 HRS. 

fost bicthday) eum Deys | Hours | Min. 

e Male White wiooweo [] _ovorcto [] |December 26, 1885 6 yn. 3 bf 
$ Ws. USUAL OCCUPATION (Give kind of work | 10B. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
> 
2 
a 
r 
vv 


s the burial-transit permit. Then please remove carbon papers. Pages 1 
© 


ate has been signed by the attending physician and completely filled i 


TITENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


John W. Rhodes Ella J, Eklof S 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17. INFORMANT Address 
a (Yes, no, y unkown) | (Ifyasgivewerordatasof service) 
FA Vo - |579-01-3294A | Springfield Hospital Records , 
< § 18. CAUSE OF DEATH [Enter only ona cause por line for (8), (b), end (e).) = ar INTERVAL BETWEEN 
3 PART I. DEATH WAS CAUSED BY; ORIEN DENTS 
3Ree ‘ immepiate cause o) Heart failure >a Months 
a = ~">. DUE TO 
fefe Conditions, Penys which = wy,_—s«AYterdosclerotic heart disease Years 
H 5 gave rise to immedieta cause —— a, os: 4 zs 
25%. {a), stoting the underlying (” OUETO 
a32 Ree ee _Fibrinous Pleurisy _ |__Mon = 
a a a) z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i/e)| 19. WAS AUTOR 
22 a 
a §| 0.B.S. assoc, with cerebral arteriosclerosis with psychotic reaction, | 2%] xo 0 
25 f& [2De. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED, (Enter netura of injury In Pert I or Pert Il of item 18.) 
ou & | OP CONTRIBUTING [_] CAUSE OF DEATH 
£= 1 | (le EITHER, NOTIFY MEDICAL EXAMINER) 
Bs 3 [[20c. TIME OF INJURY Month, Dey, Year) 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (Stee) 
B< 6 Hour e.m. While __Not While factory, street, office bldg. etc.) | 
£ ¥ § 19 at work [} al work [_] | 
20 21. | certify that (I) (this hospitel) attended the deceased FOM. a csecesanienee hm 100, RO: .cfeaveen 4710-—., 19: 62, that (1) (we) last 
30 saw the deceased Am O=..1962.. ., and that death we APAD Re Phan the causes and on the dete stated above, 


director, page 3 should be detached for use a: 
be filed with the State Dept. of Health prior t 


= 22a. SIGNATURE ; + r Behe eit 22h, ERs 
ata —- rer uel de v9 i ae mo. | PHYS. =] BReeTOR Ops. 4-10-62 
Hos | | 22<. fa PTSY hse “a " 22d. ADDRESS 
=O ME {Type} 
Be = Adnan Sonmez, M.D. Springfield State Hospital,..Sykesville,.Md, 
24 He. BURIAL, za eh ATE THEREOF ] ae, “NAME OF ey OR CREMATORY 23d. LOCATION (City, Town of county) che 
REMPYAL i 

2*2 eta hy (EZ Glen woo ‘ lashing? n, DC, i. 

VR AIS (4) “Z, FUNERAL DIRECTOR’S SIGNATURE /33 os i ae. REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 

Bie ; 
1s 7 Ler’ Mech Cs a Tid! None 4pR13'62 | Cotton £ Minna 


MARYLAND STATE DEPARTMENT OF HEALTH 
oven 3 RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
he 


see PECATE OF BAT 04447 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore decoased lived, If Inslilution, Residence before admission) 


¥ S 
= o 
io 2 a. COUNTY a. STATE b. COUNTY _ 
§ 9 Carroll MARYLAND Maryland Baltimore City —_# 
= a ‘OWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, je RURAL and give nearest flown) 
‘ 3 ° Paar and giye nearest town) 4 g 
> Sykesville lyr25days Baltimore 6 3G ta 
d. NA. OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS | e. 1S RESIDENCE 
z IS ON A FARM? 
Springfield State Hospital 5132 Belair Road ves [] No 
eee tc ve Hospital ee ce 
as RENE oF a “Middle Last ) 4. ised Month Dey Yeor 
MTree er erin) Sophie Klumel Rubin | PET April 16, 19 62 


3. SEX 6. COLOR OR RACE 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 


7, MARRIED [-] NEVER MARRIED [] 


8. DATE OF ORTH Sg 85 


fast birthday) |"Months| Deys | Hours Min. 
Female White winowe [= pivorcto [| August 16 
‘Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | iT, BIRTHPLACE (County & Stele, or foreign country) p32. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Housewife ~ il ey, __|__ latvia : Alien 


14. MOTHER'S MAIDEN NAME 


Sarah Edelman 


17. INFORMANT Address 


13, FATHER'S NAME 


Solomon Klumel 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes givewarordetes ofservice) 


id in any event, within 72 hours atter de 


/16. SOCIAL SECURITY NO. 


igned by the attending physician and completely filled 
-fransit permit. Then please remove carbon papers. Pages i and 2 should 


21. I certify that (I) (this hospital) attended the deceased from...,........... 3-21-., 198 1, totaas.3 ear aera | ee that (1) (we) last 
ene, An16-.....19.62., and that death occured atSt454, HvBethe causes and on the date stated above: 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi 


2 
= 
3 Ae Pe: = _- _| Springfield State Hospitel Records 
¢ & /18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).]_ a INTERVAL BETWEEN 
8 ONSET AND DEATH 
3 5 PART I, DEATH WAS CAUSED BY: 2 : 
oy ae mueiate cAusé (o)_ Arteriosclerotic heart disease Years ___ 
ua \ \ 
ange ; a ) DUE TO | 
eres Condition, it Sey whiclt » Generalized arteriosclerosis. | Years 
23 5 gave rise 10 immediate cause = “¢ % 
2o5_ {a), steting the underlying ( DUETO 
ne sause last. eee . 2 = = > a 
os) 4 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
a r) 8 C.B ..........__ Bronchopneumonia. ado 22 
aS + [5 {6B +S. with cerebral arteriosclerosis with psychotic reaction. ves []_ NO [3k 
28 f [20a. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part I or Part Il of item 18.) 
ow & | OR CONTRIBUTING [] CAUSE OF DEATH 
£2 © | (F EITHER, NOTIFY MEDICAL EXAMINER) 
BS 3 |/20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form,» 20f. (City or town) (County) (Stete) 
Bx ‘ While __ Not While factory, streel, office bldg. ete.) | 
de 8 9 et work [_} at work | 
‘aa ! 
sO 
8 


sAECT 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial, 


& 


Z = ~ 22b. DATE 
i Let Oppreflro ux, \SE Ey Miron AS ow oe 
[a i > ; 22d. ADDRESS _ 7) a. 
Pea { ve) Agustin del Campo, M(% Springfield State Hospital, Sykesville Ma. 
2% > EMATION, 23b. DATE THEREOF 2a. NAME OF CEMETERY OR CREMATORY ~~ 23d, LOCATION (City, town or county) ‘State) 
fr H- 1§-¢2 \Wel/ Wood ong Te lind — WY. 
YR AIS (4) 


1SM 7/61 


DRESS. 25a.fREC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE to 
: b, Mb MA TR 23 "62 Clithun Font 
F $ = = === —== 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION, OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE “JAYTS 
Dg 422 CERTIFICATE OF DEATH : 


a 


jet work [_] et work [_] 


p.m, 19 


22 
s ey = 
& £5 1. PLACE OF DEATH see i 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
e 25 *. COUNTY a. STATE b. COUNTY om 
3 gce Carroll ___ MARYLAND : Maryland Montgome) 
ee) b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Tb ©. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
& aU write RURAL end give nearest town) 
we Rural--Sykesville 5 mo. 5 days || Takoma Park _ ye ieee 
= Ba° } Ls d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sireet address) d. STREET ADDRESS 1S RESIDENCE 
3 Gag 
2 Sr Springfield State Hospital 8318 Roanoke Avenue ves [[] No BX] 
8 £5,n 3. NAME OF First “Middle “Test 4. DATE “Month Day Year 
2 ae DECEASED | oF 
ge ae (Type or prin!) Mary ai Savoca | DEATH 4 15 19 62 
8 ge BEEK al 6 COLOR OR RACE) 7, warRieD [—] NEVER MARRIED [~] | 8+ DATE OF BIRTH r 9. ies ‘a | ‘ie | a 
ck nths ys | jours: in 
Chins female white wivowen [K] —vivorcep [] 6/15/88 | 
2 5 = = —— 
8 see TOs. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 22 2 done during most of working life, even if retired) | if 
$ 582 | housewife | _____|_Ttaly _ | _USA . 
2 SO 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
£ 28 
$ bag Unknown | Unknown 
c nt oi a | les ewes as = 
o 85> TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
Sy et: = Sy [Yes, no, or unkown) | (Ifyesgivewer or datesofservice)| 
eae ‘| none Springfield Hospital records ~ Sykesville, Md. 
a 9-24 . GAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e). INTERVAL BETWEEN 
aes - Al A 
HeLa EER on |, eC prline MeL ahe | days 
8% fs DUE TO 
- | 
oD j A =a 
gs Conditions, P=! which \ (o)_ Coronary insufficiency | days 
es Gove rise to immediete couse . | 
ee (8), steting the underlying (| DUETO | 
ca couse lest. (ed) “ —— 
pd z| ae TL, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL E CONDITION GIVEN IN PART (e)| 19. WAS AUTOPSY 
3 fe} PERFORMED? 
3: e c¢ brain syndrome with cerebral arteriosclerosis with psychotic | Saat 
a B 
as $ _reaction, a at 5 5 
Sead © | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. {Enter neture of injury in Part I or Port Il of item 1B.) 
me & | on CONTRIBUTING [] CAUSE OF DEATH 
ae G | WF EITHER, NOTIFY MEDICAL EXAMINER) 
> = — —— — ——— 
Qs S| 20c. TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, "20. (City or town] (County) (tere) 
52 8 ere While __ Not While factory, street, office bldg., ete.) 
s = 
2 FATT Nhe 
[3 fs. 21. f certify that 3 (this hospital) attended the deceased from......chdfhW/.. 19VAmpfe...... cnr I!QZz, that OE (we) last 
EB saw the deceased alive on... le if, wl9 62., and. leath occured ats 004, from the causes and on the date stated above. 


z 


TO FUNERAL DIRECTOR: After this certificate has been signed by th 


director, page 3 should be detached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, 


220. SIGNAAPRE ee ib. P 22b. ae 

at PAG) PHYS.  [-]__bikector [_] PHYS. “4/16/62 
BS 22e. PHYEICIAN’S "2d. ADDRESS Springfield State Hoppital 
ao NAME. (Tyse) € PP. 
a | ee | _ Buyukunsal, M, cae ae Sykesville, Maryland. 
ns BURIAL, CREMATION, | 235. DATE THEREOF Pike: Dac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county] (Stete] 

3 OO ] 
9° ‘ we Ef Ger dyad ds Ce, BRonx MEW 

VR AIS (4) 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

15M 7/61 


DATE apR 19 62, 


ce 


st 


24 des: Cou, 13 IDRESS } My 


MARYLAND STATE DEPARTMENT OF HEALTH 
wane # ae RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


le oat OF DEATH 04 419 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceasad livad, If institution: Rasidanca bafora edmission) 


a. COUNTY cAR ROLL oo ih RVLAWD Sa COUNTY CARROLL | 


b. CITY OR TOWN [if outsida corporata limits, <. LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (If oulside corporate limits, write RURAL end give nasrast town) 
WE RURAL and ah nearast town) 


WEST? WETTER | 2 DAYS |27 WESTMINSTER 
d. NAME OSPITAL i NVSTEL nol in hospital, giva strat address) |) d. STREET ADDRESS 


CARROLL CO. GEW. HOSP. |79 W. GREEN ST 


hours after 
y the funeral 


and 2 should 


‘a. 15 RESIDENCE 
ON A FARM? 


SB 


3. SECERSED First Middla Last | 4. ea) Month ‘Dey Yeer 
tweerrin STERLING REESE SCHAEFFER m= APRIL 7 1962 

5. SEX 6, COLOR OR RACE] 7, MARRIED D [Devin MARRIED [] | 8» DATE OF BIRTH 9. AGE jo IFUNDERT YEAR) IF UNDER 24 HRS. 
™ AL Ee Ht | TE WIDOWED [_] Divorced [_] lo eid ) oO “BIC 4 emt lags | 


10a. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR Te | e& BIRTHPLACE (County & Siate, or fo #a er 
dona during most of working life, avan if retired) 


12, CITIZEN OF WHAT COUNTRY? 


13. FATHER’S NAME a saz 
| PERDINAMD SCHL or REESE ie 
ARMED FORCES? i: EAL Eire RIT 17, INFORMANT Address 60 Mun G 


15. WAS DECEASED EVER IN 


(Yas, ye unkown) eae Dheiel. 2//-0/-17 29 2 yy miki 


18. CAUSE OF tLRLe. ‘only one causa par lina for (a), (b), and (c).{ P-2 | INTERVAL Between | 


PART I. DEATH MEDIATE CAUSE (o) A com fe) TE —H aN FA } LVR, E ‘ONSET AND DEATH 


Then please remove carbon papers. Pages T° 


Ith prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


\ A 
ok » HOMoLeeUS SERUM HEPATITIS |4 WEEKS 


gava rise to immediela cause 


TOR: After this certificate has been signed by the attending physician and completely filled 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 2 


T 


Spe 

oD ¢ 

a a 

= Et 

2k 

55 

£2.98 

s*s (a), stating the underlying ( DUE TO 

38 cut J BRONCHOGENIC CARCINOMA LUNG b MONTHS 

. : a AL 

oy 0 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ila)| 19. WAS AUTOPSY 

Bae eT PERFORMED 

238 = 

GEO S ves [] no [5] 

o = == is 4 

253 = |20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part f or Part Il of item 18.) 

Peg & | OR CONTRIBUTING [] CAUSE OF DEATH 

£28 & [UF EITHER, NOTIFY MEDICAL EXAMINER) 

S09 2 = == 

Bs2 < [20c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (State) 
8 6 Hour a.m. Whila ___Not While factory, street, office bldg., atc.) | 

3 3s = p.m. 19 at work at work 1 

‘os 

2038 21. 1 certify that (I) (this BPR attended the deceased from.S.. EB. ibe Pctocs RTL... 19 dy that (I) (we) last 
Zz 


saw the deceased alive ond? Re. a 19 d= and that death occured ad, K, from the causes and on the date stated above, 


3 
= 
3 
3 
a 
a 
Q 
mes 220. SIG, 22b. DATE _ 
@: Daruol 9 Ww. 1) ae er eee 
AT ao P = ae 
< oa gs ] 22e. Wie IAN'S "| 22d. ADDRESS 
Ra o> “DANIEL T.WE bt VER. WESTMINSTER MA pre 
Os 3 83 23a. BURIAL, CREMATION, | 23b. DATE THER! 2 “ ME OF ey OR CREMATORY 23d. LOCATION {City, town or county) (Stata) 
ms 2 JMOVAL (Specify) 
ot Qu LtDeal. Z . 
Fis «) 24, AUNERAL DIRECTOR'S SIGNATURE [redline . REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
wa 960 2 IE: ok: pare APR 11 162 | Clattan £ Haus 
VLE; “Jae : 


‘MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 64420. 


04424 rieCERWAICATE OF PEATH 


= 


{Yes, no, or unkown) | (Ifyesgive werordetesof service) 


_Springfield State Hospital Records 


P18, CAUSE OF DEAT 
PART I, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE {e) Subarachnoid _Hemorrm oe 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


Hours _ 


inter only one eause per line for (e), (b), end (ce) 


Ly), Ai DUE TO 
Conditions, if eny, which (o) A. Q.0A.V aD! os , E 
geva rise to imme cause 
(e), steting the underlying OUE TO 
cause last. te) 


s &3 = 
= 8 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased Kived, If inslilution: Residence before e djfission) 
ass a. COUNTY a. STATE b. COUNTY 
a £ Sarrotl SURRY LENE. : Maryland ‘ =" 
coo b. CITY OR TOWN {if outtide corporate limits, ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporete limits, write RURAL end give neerest town) 
. ss write Ri give nearest town) BE a 
Pa 5 / co Syk sville 0 oe mos. Baltimore — 
35 /D d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) od. STREET ADDRESS ©. IS RESIDENCE | 
Be ON A opt 
,3 Springfield Sta te Hospital __ Unknown. Loaf 
En ‘3. NAME OF Pring "Middle Last 4. DATE Month Yoor 
on pe a fe 
int) 
ae oe a Rose. SCHLOSSENBERG P*A™™ Apr] 21 1962 
sz 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH “]9. AGE (In years |IF UNDER YEAR] IF UNDER 24 HRS. 
85 7, MARRIED Eq Never Manito [] last birthday} [Monte] Ber ee 
$2 female white wipowep [] _bivorcen [_] i ys. ee Ale 
one Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or loreign country) CITIZEN OF WHAT COUNTRY? 
8 3 done during most of working life, even if retired) | 
> \ 
sé [ous ew = | Russia_ ’ unkn. al 
ee 13. FATHER’S NAME 14. MOTHER'S SAAIDES NAME 
gs 
a 2; 
a _leon Littman , 5 unkne = * 
§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
is 
4 
a 
& 
é 
£ 


|, cremation, or remov: 


SONDITION GIVEN IN PART Ie)| 19. WAS AUTOPSY — 


After this certificate has been signed by the attending physician and completely filled i 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


z PART Il. OTHER SIGNIFICANT ies CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEA 

b 2 hi a h PERFORMED? 
E < in0 r hranic Reaction , habe phrenic typ ec | ves [] No fg 
& [20e. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY ares [Enter nature of injury in Pert | or Pert f of item 18.) a 
& | OP CONTRIBUTING [1] CAUSE OF DEATH 
O | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= ad, = 
% [20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stole) 
a Hour e.m, While ___ Not While factory, street, office bldg., etc.) 
2 p.m, 19 jet work ot work 


TIENDING PHYSICIAN: The law requires that the death certificate be executed within 


retained by the hospital or attending physician. 


21. 1 certify that Qf (this hospital) attended the deceased from....1/ “alt ec, that (1) (we) last 
saw the deceased alive on... Ay f21/62 and that death ee we re pail ne causes and on the date stated above, 


naECTOR: 


ili eich 3 a s 
220, SIGNATURE 2b. DATE 
; ei ( ‘ A ATTENDING. MED, STAFF SGN 
at Ser i fore v Ten Woe ty mp, |PHYS. [[]__ DIRECTOR _O Pays. ra 4/21/82" 
. ak | 22c. PHYSICIAN'S - 22d, ADDRESS 
oO NAME (Type) 
ack _Adnan Sonmez, M.D. ... Sykesville, Maryland 
oe Tie, BURIAL CREMATION, | 230. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
8 REMOVAL (Spocity) ; ie 
o%0 QR 4/23/19 Y) Paz lo 
Be : = ea 
Sataciscts \S FUNERAL DIRECTOR'S SIGNATURE 0 = yp es 25a, REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
15M 7/61 Kew — lee gulaw pare APR 2 4 160° Onthun & Kian 


MARYLAND STATE DEPARTMENT OF HEALTH 


0 A vA yas DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04421 


ly 


he ie) "9 
3 35 ‘ 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admision) | 
5 ¢ | o. : e 
es 1 Carroll marnanp || Mayland COUNTY Baltimore City 
Fale b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oo RU me give st town) 2 % 
4 2 esville 1 mo. 8 days Baltimore S a 
2 22 IS d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
o an ee OR INSTITUT! > ON A FARM? 
as ringfield State Hospital 2701 Chesley Avenue ves] NO®) 
2 = Be la NAME OF First Middle lost 4. DATE Month Doy Yeor 
ee 
& BLE J hh trerorerin FRANCES fe SCIACCA | am April 13 19 62 
« ES 
= rs 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED. Oo 8. DATE OF BIRTH » pee! ieee) rune vee uno 24 HRS. 
= = re ms Ty Min. 
o a2 Female White wipowen Pq] pivorceo | 10-5-188) 7 rat aan scl ieso| gaa 
es , 
2 eB. 100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY?. 
& 8 gis during most of working life, even if retired) > 
B zee Housewife Italy vt ZT ZHLY 
g oak 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 
oe o8- 4 
3 Set Andrew Russo Louisa DiBona 
ee 3 8 ee ye WAS UeSEmerO REIN U.S. sige Mba bir) 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
= 4e¢ je 90, 8 unknewr| yes, give war o° dater of service) 2 2 " 
5 of? No | Records, Springfield State Hospital 
2 Pes ) 
@ Ege 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (€)-] INTERVAL BETWEEN 
3 2a i i 
2 os PART |. DEAT eS Sit oausr io) Arteriosclerotic heart disease yrs. 
5 =F5 i} S | 9UE To 
= Be: 3 Conditions, if ony, whid w Generalized arteriosclerosis 10 yrs. 
$ BES gove rise to immediote 
Se EBaE couse (o}, stofing the under. ( DUE TO 
Fem. ~ lyi lost, 
Few = © ying couse los! a 
Rs ae 1a 
318 8 S e 1) a Parr JI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO QEATI cH NOT RELATED TO THE TERMINAL D/SEASE ‘ferogis.” with” 19. WAS AUTOPSY 
sl SS 5 z Chronic. rain syndrome aesoc1e tea wi cerebr: arteriosclerosis, wit! VL] No ® 
gag uv 
2 2 g 
Eiesias = Dsaee CIENT eS UNDERING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
geass 5 
Z me Be © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oft ° = 
3 OeS85 &S ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote} 
op ie ‘4 6 Hour 0, m. (While O Net til foctory, street, office bidg., etc.) | 
est RS = rk ‘of work 1 
a ee = p.m. lot worl wo! 
Oa pes a ; F 
2 aie ( 21. | certify that (I) (this haspitol tO + 19_W-, that (i) (we) last 
252% 
oe ie 3 = sow the deceosed alive on. STA 276 __ fat fhe couses ond on the dote stoted obove. 
mm: 38 To. ae > b 22b.DATE 
‘PAR ATTENDING MED. STAFF ICR 
eoEse KR. 2 j M.D. | PHYS. DIRECTOR PHys. 4-13-62 
Bem ; 7 3 
ae azs | ARC tte vad appress §= Springfield State Hospital 
< 2<2c Rite #6. Gleam Ws Dy | ‘ A 
FA be 2 2 30. POAC ERATION, 23b, DATE THEREOF ie NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Stote} 
>> B OV, peci fhe G 
Pere: th UR ke AY Li ie Lig Cross Cen- LTIPVE RE A 
- - Lh 24,.€U) DIRECTOR'S: eae ADDRE! 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
on | Jase seal Kedlow ype ss a 
ae OG wees 5305- HIRE Lo ATE PR 1g '62 
Coated ds 


Pr ic "62 


al 


with 


th. Page 4 
| director, 


Oo 
o 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


04426 


04422 


1 ae ates ol id SSE anE RESIDENCE (Where deceased lived. If institution: Residence before admission) \ 
“a °. b, COUNTY 
Carrell eae Maryland 


b. CITY OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limils, write RURAL and give nearest town) 
RURAL ond give nearest town) 
Woodbine 5 yrs. Baltimore 

d. NAME OF HOSPITAL {If not in hospitol, give stree! oddress) d. STREET ADDRESS 
OR INSTITUTION 


Weitzel's Nursing Home 3720 Fifth St, 
|. NAME OF First Middle 4. DATE Month 
DECEASED 


Last 
{Type or print) PEARL L. S¢ of / 


Pages | and 2 shauld be fi 


OF 
DEATH April 5 


5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED] | 8. DATE OF BIRTH %. Gates 
Female White wivoweo[]___pivorceo E] | July 19, 1877 B4 om 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Switch-beard Boerater | Swift & Co. 


11. BIRTHPLACE (Stote or foreign country) 


Maryland 


IF UNDER 1 YEAR] IF UNDER 24 HRS. 


12, CITIZEN OF WHAT COUNTRY? 


3, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Is@dah Scett Annie Jenkins 
WAS Bae crus U.S. erree. FS FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
SUS hh OE BTU Oe 

No | 215-07-0419 | Mr, Robert A 1241 W. Fish 


Then please remave carban papers. 


After this certificate has been signed by the attending physician and completely filled in by the 


IOING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after d 
hospital or attending physician. 


: 
a 


INTERVAL BETWEEN 
ONSET AND DEATH 


18, CAUSE OF DEATH [Enter only one couse porine for (0), (b). ond ()-] ; a ; 
PART I. DEATH WAS CAUSED BY; wal 
4 , o IMMEDIATE CAUSE ee ALLEN PIUAL GQstine 


7767 
Wa; ace 


gove rise ta immediote 
couse (0), stoting the under. ( OUE 10 
lying couse lost. (2). 


_ brame Bru 


Conditions, VI, be ra lene feuck haere | 
(46 2 


Part Il. OTHER SIGNIFICANT ous CONTRIBUTING TO DEATH BUT Ni 


RELATED TO 


19, WAS AUTOPSY 


ves) no 


E TERMINAL DISEASE CONDITION GIVEN 


20a. ACCIDENT WAS UNDERLYING CJ) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
Hour 0. m, Wh Not 
pom, 19 Jot work [[] ot work [J 


21. | certify that (I) (this on Ape attended on ava fram.. 


20e. PLACE OF INJURY (Horne, form, | 20f. (City or town} 
factary, street, affice bldg., ail 


MEDICAL CERTIFICATION 


page 3 shauld be detached for use as the burial-transit permit. 


may be retained b 
the State Board of Health priar ta burial, crematian, ar remaval, and in any event, within 72 hours after death. 


TO HOSPITAL OR 
TO FUNERAL DIRE 


a= 


saw the deceased, alive one we d Vond that death Faure at SH, from the causes aia on fs ahs stated abave. 
To. SIGNATU! fl 
ATTENDING MED. STAEF ¥: 
M.D. | PHYS. DIRECTOR PHYS » 6S 


April 5,1 
22c. NAME tree} ’d. ADDRESS B, € 
B. Hall 3 Spl pr 
230. mane | DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 
Barve April 9, 1962 | St. Louis Cemetery Clarksville, Maryland 


ADDRESS ‘250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


Los Eos 4001 Ritchie Hwy. (25) oat@pR' 11°62 Cnttun £, Pian 


s © 
= é 
« 2 
ye oe 
ae 
eens 
ee £o 
O 0°O 
> Ss 
os 
3a 
So 
“3 
go 
a 
a 


ding physician and completely filled 


transit permit. Then please remove carl 
or removal, and in any event, 


te has been signed by the atten 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed withir 


be retained by the hospital or attending physician. 


DIRECTOR: Alter this certifi 


Bd 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, cremation, 


death. Page 4, 
TO FUNERAL 


TO HOSPITAL 


VR AIS (4) 
15M 7/61 


> 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04 427 eeu OF DEATH 


04423 


admission). 


\ PLAGE OF DEATH 2, USUAL RESIDENCE (Where dacoased livad, If Institution: Residence belo 
* a. ST b. COUNTY 
Carroll : _ MARYLAND | ‘Me ryland Fr = = 2 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib e. CITY ae TOWN (If outside corporate limits, ‘and give neeres! town) 
“S. RURAL and tl nearest town] A al 
___ Sykesvi. 1 year ___ Frederick 10 |l*¢ 
4. NAME OF sutlh SR NETTUTION {if not in hospitel, give stree! address) d. STREET ADDRESS a: 1S RESIDENCE 
. Springfield State Hospital Montevue Home ves [] No [3 
3, NAME OF First “Middle last | 4. DATE Month Day “Year 
DECEASED OF 
leper prima George Washington Smith ae April 10... 19°62 
5. SEX |6. COLOR OR RACE) 7, maRRiED [-] NEVER MARRIED [ 3x 8. DATE OF BIRTH "]9. AGE (In years |IF UNDER T YEAR TF UNDER 24 HRS. — 
last birthday) |Months| Days | Hours | Min. 
Male White wiwowen[] _ovorceo [} | July 5, 1882 79 vs. | 


We, USUAL OCCUPATION (Give kind of work 
done during mos! of working life, even if retired) 


Truck Foreman 


13, FATHER’S NAME 


10b. KIND OF 


BUSINESS OR INDUSTRY | 11. 
| 


Towa 


BIRTHPLACE (County & Stete, or loreign country) 


| 12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


14. MOTHER'S MAIDEN NAME 


James Harrison Smith | Margaret 
1S. WAS DECEASED E ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
(Yes, no, of unkown} | (Ityes give weror detes ofservice) 

No. ~ - Springfield 


PART I. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (e) 
tHe if me 


gave rise to tM cause 


{a}, steting the underlying DUE TO 


(e) 


“Tt. CAUSE OF | ‘DEATH Tinter oi only one cause per line for (a), (b), end (c). 7 


A) Oe 
DUE TO °© WH. A. Ss. 


Pa 
eee 


RT il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e) 


Susanna Hahn 
Address 


Hospital records. 


hbase 


] INTERVAL BETWEEN 
ONSET AND DEATH 


re 


"19. WAS AUTOPSY 


PERFORMED? 
yes {7} NO 


20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert t or Part Il of item 1B.) 


. | certify that (I) (this hospital) attended th 


saw the deceased alive on., 
/22e. SIGNATURE 


PHYSICIAN'S 
NAME (Type) 


22e. 


20d, INJURY OCCURRED 


Zz 

° 

%| Schizophrenic reaction, paranoid type. 
& 20e. ACCIDENT WAS UNDERLYING | fall 

a | OR CONTRIBUTING [] CAUSE OF DEATH 

OB [UF EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Day, Yaar 

a Hour a.m. While No! 

2 19 at work [] al 


Adnan Sonmez, M.D, —__ 


| 20e, PLACE OF INJURY (Home, 
1 While | 
t work [_] | 


ay 


e deceased from.. 


2 19.62.,, and that death occured at 


factory, street, office bldg., 


Term, | 20f. (City or town) (County) 
ete) | 


(Steta) 


Pe) 


, 10. LO, 19.62 that (1) (we) last 
35 RrdRethe causes and on the date stated above. 


ATTENDING 
PHYS. 


x: 27d. ADDRESS 


iio’ 


MD. 


22b, DATE 
MED. STAFF SIGNED 
pirecToR [] PHYS. [3¢ 4~10-62 


Springfield State Hospital, Sykesville, Md, 


23b, DATE THEREOF 23c. 


| Bu 


330, BURIAL: ae 


(Specify) 
fir tad 


NAME ‘OF CEMETERY OR CREMATORY 


sh Creek Cemetery 


23d. LOCATION (City, town or county) 
enrovia, Mde 


(State) 


| 25a. 


__|ate 


REC'D BY REGISTRAR | 25b. REGISTRAR'S “SIGNATURE 


Ore | ee 


x MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


— 


- 
TH e 
J 04428 © CERTIFICATE OF DEA 04424 
3 3 3 1 Begg 2 a 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence belore edmission) 
“ine ba . STATE b. COUNTY 
g 2 Carroll A sepa) Maryland Montgomery “ 
Sree b. CITY OR TOWN [if outside corporale limits, “|e LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside comporele limits, write RURAL end give neerest lown} 
ye write RURAL and give nesrest town) a 4 
b a [5 _ Sykesville 9yrs.llmos. ||__ Bethesda_ = [D2 eee 
3 ~ d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give sires! address) 4d, STREET ADDRESS - 1S RESIDENCE 
|____ Springfield State Hospital 458 Windsor Lane LaMar ¢ 
3. NAME OF First Middle Last 4, DATE Month Dey “Year 
DECEASED oP 
ca OT a Harry James Smith SPEsTH © Apna. 17,  1%2 
5. SEX 6, COLOR OR RACE| 7, MARRIED [EE NEVER MARRIED oO B. DATEOF BIRTH |9. AGE (In years |IFUNDER1 YEAR| IF UNDER 24 HRS, 


Hours ] Min, 


Male White WIDOWED ovorceo[]| February 11, 188; “TB im fe val al 


TOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | li, BIRTHPLACE (Counly & Stele, or foreign country] 3 ‘12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even il retired) 


Then please remove carbon papers. Pages 1 and 
val, and in any event, within 72 hours after de 


tical instrument maker = = | Missouri U.S.A, 
13. FATHER’S NAME j™ “MOTHER'S MAIDEN NAME 
George Smith | Ida May - 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address as 
(Yes, no, or unkown} | (Ifyesgivewarordotesofservice)| 


he attending physician and completely fill 


No 


4 
21. | certify that (I) (this hospital) attended the deceased from... May...19., ivi 1952, toApril.17.,.... 19.62 that (I) (we) last 


saw the deceased alive on... ApYil...16,......19.62., and that death occured atk) $A Mrom the causes and on the date stated above. 
22 SCKMEE, a a er ~~ 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed w' 


od 


2.2 ee eal = i > Springfield Hospital Records ~~, a 
5 — 2 1B. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] v2 z INTERVAL BETWEEN 
2 s g5 PART |. DEATH WAS CAUSED BY. es a 2 PSG AND REATH 
Arpars _ maeniate cause (e) Carcinoma of sigmoid colon with metastasis to Months, — 
aioe } | wag DUE TO both lungs. 
fhe r 2 
s 5 a § Conditions, it any, whie «) Embolic lung abscesses with bronchopneumonia, Weeks, 
eh eS gava rise to immediete couse Ps 
= ase (e}, stating the underlying perro cause unknown, 
5225 cause lost Lae a ee eee ee Pe. 
ak to Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]| 19. WAS AUTOPSY 
GE es a £|C.B.S.assoc.with central nervous system syphilis,meningo-encephalitis. | ,,, K] oO 
= vy = * ae = = ties -_ * _- —— 
2535 © | 20s. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Entor neture of injury in Part I or Pert Il of item 1B.) 
oud. & | OF CONTRIBUTING [} CAUSE OF DEATH 
<253 | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
bse xz < 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (Stete) 
eee = Hour: wae While Not While fectory, street, office bldg., etc.) | 
£.3 ze Ee} om ~ ot work [_] ot work [_] 
ee88 
BU 2 
o2 
a 2 Ad, iS 7a SIGNED 
2 4 ATTENDIN MED. STAFF IGN 
rope as eT Niners err Pne~4, mp. | PHYS. TE] oecror [} pos. (& hh /17/62 
H 38 ge | | 22e, PHYSICIAN'S "| 22d. ADDRESS er at’ 7 as 
IT; a . 
Bi 2 Sy “wt te Adnan Sonmez, M.D field Hospital, Sykesville, Md, 
82623 "Fae, BURIAL, CREMATION, |23b. DATE THEREOF | 23e. 23d. LOCATION (City, town or county) {Siete} 
sos8 REMOVAL (Specify) _ . 
o2e Burial _—| 4/19/62 Cedar Hill Cemetery | Suitland, Maryland 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Robert A. Pumphrey, Bethesda, Mayyland 


25a, REC’D BY REGISTRAR 


DATE APR 1 9 "62° 


25b. REGISTRAR’S SIGNATURE 


Cokin ffi 


MARYLAND STATE DEPARTMENT OF HEALTH 


done during most of working life, even if retired) 


Salesman ____—séiBaking company 


Maryland U.S.A. 


13. FATHER'S NAME 
Joseph Francis Snyder 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
{ifyes glvewarordatesofservice) 


14. MOTHER'S MAIDEN NAME 


Bridget Murphy 
17, INFORMANT Address 


Hospital Records 


16. SOCIAL SECURITY NO. 


216-07. -8339 


; 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1. Atos, 
me 94429 CERTIFICATE OF DEATH O4: 
pecs ———— a 
2 s 3 1, PLACE OP DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
eg 25 a, COUNTY a. STATE b, COUNTY 
5 on Carroll Maryland = maryianp Maryland - 
6: b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside corporata timits, write RURAL and give neerest jown) | 
eo write RURAL and give nearest town) 
=s Rural) Sykesville 9y 8m 9day Baltimore City 3yol of 
A os d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva straet address) d, STREET ADDRESS 4“ ©. 1S RESIDENCE 
os Springfield State Hospital ara 
7 pring: : Pp a Gleneagle Road ves [] NO 
5 itobge feu ~ First ~~ Middle >, ian 4 SATE Month Day “Yeor 
EA {Type er print) Joseph George Siyaer SEATH h iF 19 62 
§ . 6. COLOR OR RACE B. DATEOF BIRTH — 9. AGE (In years jIF UNDER 1 YEAR} IF UNDER 24 HRS. 
3 7. MARRIED FE] NEVER MARRIED [__] UR [Uae a 
5 male white wipowep [7] ——bivorcep [-] 12-7-1902 sy” sex} fell pe | a el 
4 Da, USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
£ 
g 
3 
a 
c 
o 
SS 


Onkndwn ‘or unkown) 


@ attending physician and completely filled in 


s that the death certificate be executed within 2, 


= 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (e).) Lael ate 
i | ZF LSPTNESAERL_Carcinona of the right parotid gland Fs 
3 a a DUE TO 
c 7 = 4 
Conditions, if eny, which Partially necrotic metastatic squamous cell : 7 month 


gave rise to immediate cause 


|, cremation, or removal, and in any event, within 72 hours after death. 


(a), stating the undedying ( PET? Gareinoma to cervical lymph node | 


cause last. te) 


| 19. WAS AUTOPSY 


his certificate has been signed by th 


TENDING PHYSICIAN: The law requi 
retained by the hospital or attending physi 


= 
2 
> 
as 
23 
= Zz AR owes ig Se CONDITIONS CONTRIBUTING TO DEATH BUT NQTRELATED, TO. pat SEA Ni GIVEN IN PART I(s) 
42 8 Conte BEEN CHAU ieee ATH TRO REY on; SCS oF We ERFORIMED? 
85 S| pc ta ee tes psychotic reaction (oamatha Korskoff 's) yes [] NO xl 
25 © /20.. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part | or Part Il of item 1B.) 
5 & | OR CONTRIBUTING [] CAUSE OF DEATH 
Ss & | UF EITHER, NOTIFY MEDICAL EXAMINER) -—— 
pe & | 2c. TIME OF INJURY Month, Day, Year) 20d. INJURY OCCURRED ) 2c. PLACE OF INJURY (Home, farm,» 2Df. (City or lown) (County) (tote) 
<85 a Hour am. oo While __Not While factory, streat, office bldg., atc.) | 
ae Be Z \ 19 at work |] at work = 1 
FI O28 21. 1 certify that (I) (this attended the deceased from. at 1 1962., that (I) (we) last 
Be: saw the deceased elive o: e and that death occured et 0 , from the causes and on the date stated above, 
oH 228. SIGNATURE . — 22b. DATE 
Oras x S ATTENDING MED STAFF Wels. SIGNED, 
ate Mp. | PHYS. oO DIRECTOR D7 pays. -4-62 
a aS es 22e. PH 224, ADDRESS - 
Ss omasz 
gery is Varue Takabashh, MDs ____|__ "peingfiel State Hospital 
Le he 230, HORA eae 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town — 
= Re 2 44 : 
coitchy Merit 716 Hoky edeemen Lem. FaflTo. At al 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 28a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S aT 
. thn £. 
15m. 7/61 C. Te uno Scehuwoh 9 Pa Fre teenk Ae pare APR 9 "62 es .= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Fe CERTIFICATE OF DEATH 04426 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceesed lived, If Institution: Residence before edmission) 
St! (Cobecll 
; wy, a MARYLAND 


Id —_ 


ours after 
he funeral 


e, STATE Daa eg" mame o as 


2 9 b. CITY OR TORN [if outside corporata limits, ¢. LENGTH OF STAY IN tb ¢. CITY OR ‘outside corporate limits, weite RURAL and give neerest town) 
2 & Sie RURAL be mpe, give neerest town) ps 
, 90 (hres ull e \—o-/ Mher10.e. ae O3X -AL 
Sy OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
/¢ ON A FARM? 
whhen NuessnwG. Pore Td Chewel ves L] No 
3. NAME OF First — Middila ee) Salta. dass Month Dey ‘Yoor 


ta a SforRicR | am Ape/ F 962 


S. SEX 6. ne OR RAL NEYER MARRIED [_] | 8» DATE OF BIRTH 9. AGE (In yoars |IF UNDER} YEAR| IF UNDER 24 HRS. 
hday) porta Days 
Lhe a) ute WIDOWED sat eR = Leda AZ JE e Fre 
¥WOa. USUAL OCCUPATION (Give kind of work i. 


pep 1Db. KIND OF BUSINESS OR INDUSTRY “BIRTHPLA\ A (County & Siete, or foreign country’ | 12. ih OF WHAT COUNTRY? 
ne. 7 


pie. Cate retirad) ec A1%3. leey page “7S i 
u, hal IDEN NAME 


13. FATHER'S a 

¥S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORI a Aros WHI A Frawee 7 

(Yes, unkown) | (Iygsg, a as Nn hie ie 
lf- oF- OS files. a thin @ EF ILIILA NE 


9 / oO ve _ 
1B. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] INTERVAL cae 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY, 
/ > 1x CAUSE (0). Lethe prrccranits ye 
. f x DUE.TO 


x | 
Conditions, if any, UA 0 Loa eee re probe r (4) 05s Pe | te 


“Hours Min. 


any event, within 72 hours after d 


permit. Then please remove carbon papers, Pages 


igned by the attending physician and completely filled 


director, page 3 should be detached for use as the burial-transit 


g2va rise to immediate causa 
(e), stating the underlying DUE TO 


sais es. te_L Ona Sap bgt | ~ 
PART I], OTHER SIGNIFICANT CONDITIONS CC CONTRIBUTING TO DEATH TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE “CONDITION GIVEN TN PART Va) 19. "WAS AUTOPSY — 


jal or attending physician. 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 


a 
A 
S 
3B 
” 
s 
a 
2 v4) Zz 
8 ig PERFORMED? 
oe a yes [] NO 
ety E |20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury in Pert | or Pert Il of item 18.) 
Ou & | OR CONTRIBUTING [1] CAUSE OF DEATH 
£2 | (le EITHER, NOTIFY MEDICAL EXAMINER) 
Bs % |[Zoc. TIME OF INJURY Month, Day, Yoor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, > 20f. (City or lown) (County) (State) 
3S 
e 8 While __ Not While factory, street, office bldg., etc.) | 
2 a 2 19 ot work [_] at work \ 
a 
¢0 . | certify that (I) (this mes attended the van from... Le te ee. 9h 7 that (1) (we) last 
5 saw the deceased alive on... 2 19.%..0., and that death aera haeks, from the causes and on the date stated above, 
ra 


c 22b. DATE 


ATTENDING MED. STAFF oN 
mo, | PHYS. pirector [7] PHys. [] f~-6e 
a a 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and_ii 


aw 
Fa 3 if Zid, ADDRESS 
ge 
Bee a pee - tebe -. 
92 = 23a, BURIAL, CREMATION, PATE TERE 23c, me 4 oF R CREMAIORY fe or county) (Stete 

Ey VAL roe tay city) ¥ Ge 
Q%e Sed OA oar Zk 

VR AIS (4) 24 FUNERAL ares fee SIGNATURE 0, A + SAice*pd) som REC'D BY REGISTRAR | 25b. REGISTRAR’ inact 

’ é. . 
he Lenwes Sid Men Zio 2 Lleeak pare APRV1 62 | Cuter f. Aina = 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04427 


1. PLACE OF DEATH — . 2. USUAL RESIDENCE (Where deceased lived, Hf institution: Residence before Nya 


= 


Id 


a, COUNTY a, STATE b, COUNTY 


MARYLAND _ Maryland __ Balto, City 


b. CITY OR TOWN (if outside corporate limits, "|e. LENGTH OF STAY IN tb || ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neeres! town) 
write RURAL and give nearest town) 


-|__ Sykesville Qmont: ____ 2327 N, Charles Street __ 3 V0) +f _ 
d, NAME 138 HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS e. pig 
_Springfield State Hospital | Baltimore_18 ves [] NOG 


3. NAME OF First Middle Last | 4, DATE Month Dey “‘Yaer 
DECEASED 


{Type or print) Daisy Bean Stewart | DEATH April 30, 1962 


ie Sex 6. COLOR OR RACE/7 MARRIED [I] Never MARRIED [-] | 8 DATE OF BIRTH “|9. AGE (In years |IF UNDER 1 YEAR [FUNDER 24 HRS. 
BF | Pa eee Months| Days | Hours | Min. 
emale White =| wirowe Ge owvorcen [] July 29, 1878 83 | 


Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign or "| 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
U.S.A. 


Dependent = Maryland 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


the funeral 


é and 


carbon papers. Pages\7 


in 72 hours after de; 


completely filled 


!, and in any Ve healt 


| _Thomas Bean ate | _Bmma_A, Kraft 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yes, no, or unkown) | (Ifyes give wer or detesof service) 


= - Springfield Hospital Records A * 
1. ‘CAUSE OF DEATH [Enter only ‘one cause per line lor (e), (b), end {e).) " INTERVAL BETWEEN 
ONSET AND DEATH 


PART: DEAT MEDIATE cause i Myocardial infarction _ : |_-Days — 

(ay DUE TO 
Conditions, if any, which w) Arteriosclerotic heart disease. Years 
geve rise to immediete ceuse 
(e), stating the underlying 


he attending physician 
Then please remo; 


DUE TO 


3 
a 
3 
= 
~ 
“ 
=. 
= 
Es 
3 
3 
8 
4 
° 
b 4 
6 
4 
; 
ae 
6 
& 
3 
© 
= 
5 
=F 
rm" 
i 
iz 
5. 
2 
= 
A} 
© 
et 
= 


(c)_ - 
PART Il, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
~~ 2.7 PERFORMED? 


C.B.S. with senile brain disease with psychotic reaction. ves [] NO bbe 


20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 
roar p While __ No! While | fectory, street, office bldg., ete.) | 
19 Jet work et work | ' 


21. 1 certify that D (this hospital) attended the deceased from........ JULY....20.. 19.61 to April...39.82, that (1) (we) last 
Bi 


a 30, 19. 62. “ and that death occured ai ls £3 fPonilthe causes and on the date stated above. 


22b, DATE 
ATTENDING MED. STAFF 0-62 


mp. | PHYS. [|] __ DIRECTOR PHYS, 4-30: 


| 22d. ADDRESS a 


| Springfield State Hospital, Sykesville, Md. 


L, CREMATION, eae DATE THEREOF y 23d, LOCATION (City, town er county) {State) 


MEDICAL CERTIFICATION 


‘CTOR: After this certificate has been signed by t 


be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 


AITENDING PHYSICIAN: 


ad 


Bul 
34 MOVAL (Specify) 
| Burial _| May 4, 1962 Baltimore, Md. 
24 FUNERAL DIRECTOR'S SIGNATURE “ADDRESS 25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


STEWART & MOWEN COMPANY 108 W, North sv. s 


be filed with the State Dept. of Health prior to burial, cremation, or remova 


TO HOSPITAL 
death. Page 4 
TO FUNERAL 


VR ATS (4) 


1SM 7/61 
K 


dtems 20&21 Film 315 Ow ARYLAND STATE DEPART@ENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 04432 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 04428 _ 
HEALTH DEPT. 1 gS as DEATH 2, USUAL Sous Be fae lived, If ete Seen coe admission) 
q . ®. STATE larylan b.counry Carro’ 
Carroll MARYLAND ee 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limils, wrile RURAL and give nearest town) 

5 write RURAL and glva nearest lown) 4 

3 Rural Union Bridge Life _|| 2S _Rural__Union Bridge __ 

Fe d. NAME OF HOSPITAL OR ae {if not in hospital, give street address) d, STREET ADDRESS @. IS RESIDENCE 
32 ] R ute: 8 ON A FARM? 
e822 Residence rs P| ee e ds : 

SEs Fi NAME OF “First Middle last ‘DATE Dey 
oe 
Sge3 aaa s&s ROSS LEVERE STONESIFER DEATH April 6 19 62 
Hfct 5. SEX 6. COLOR OR RACE| 7, mann NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDER) YEAR| IF UNDER 24 HRS. 
By Be 5 sc] a last birthday] Manta] Dey: | Hours | Min, 
BEng male white wipoweD[] __pvorceo [| Feb,2, 1914 48 ym | | 
es ~ ca 10s. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY ] 11. DIRTHPLACE {Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
23a done during most of working life, evan If retired) 
Baz e d Sender — \Furniture Factory | Carroll Co,, Maryland | U.S.A. 
2 ‘3 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

a 
ene * = . : s 
z corge Vi. Fannie Heltibridle _ 

E in 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
ole (Yes, no, or unkown} | (IFyesgiva warordates ofservical| 
A 212-14-8749_| Mrs, Ross Stonesifer, R #1, Union Bridge, Mds 
2? nter only one cause par line for {a}, (b), and {c).) Su MENT abs —EN 

23 PART I. DEATH WAS CAUSED BY: Cera eam 

& 5 IMMEDIATE CAUSE (a) Gunghot wound of head and brain iS ee 


x DUE TO 


5 Condition’, if ony, whieh {b) js > s | 
‘4 gave rise to Immediete cause 
% {e}, stating the ui at DUE TO 
#2 : se, a) ae * = 
a 7 z PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T{e)/ 19. WAS. Autopsy 
3 3 yesxfX] No [] 
5 = | 20e. EXTERNAL CAUSE WAS _ “] 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part lor Pert ll of item 16.) 
2 & | PRIMARY 3) or CONTRIBUTING 
= G | CAUSE OF DEATH. by gunshot 
3 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 200, abd Same ae) ee 206. (City ortown} —~—=—* (County) {Stele} 
Be pre. 62s Ghat tome nion Bridg Md 


2.7 certify that I took charge of the remains described above, held an Autopsy oe Inspection fa} Inquiry 7 and in my opinion 


death resulted from. Natural causes im} Accident (ta Suicide [RK] Homicide [7 Unde a ee rene Ah // 
y CHIEF MEDICAL oa 
ACTUAL ( 
Ce ‘ pap, ASSISTANT MEDICAL EXAMINER [EX DATE SIGNED 
a ib DEPUTY MEDICAL EXAMINER [_] April 7, 1962 
loward Ge Shaub, | M.D. Address (Strest, city, town, or county) 
‘22p. DATE THEREOF | 22e. NAME OF CEMETERY OR CREMATORY ie LOCATION (City, town, or country] (State) 


_April_10,1962 _Baust Cemetery _ 
ADDRESS 


EXAMINER'S 
NAME (Type) 
. BURIAL, CREMATION, | 
REMOVAL (Specify) 


or its designated agent, prior to burial, cremation, or removal, and In any event awithin 
¢ 


please execute the certificate, writing the word “pending” in pencil 


TO FUNERAL DIRECTOR: Page 3 should be used as a bur! 


Tyro ne, Carroll Co., Maryland 
‘24e. REC'D Y REGISTRAR erred. Gc SIGNATURE 


pate APR 10°62 | Cluthur £ Miaue 


«< TO DEPUTY es EXAMINER: This certificate should be executed within 24 hours after death. If any dela 


Taneytown, Maryland _ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
£433 CERTIFICATE OF DEATH 04429 


5s =f = —— — ——— 
3 2 1, Ligne DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
= > @. STATE 4y b. COUNTY 
: AR oe maneiane |" Mae end © SO" CARROL e 
€ BATT TOU RCo es "5/4 ¢. LENGTH OF STAYIN 1b ©. CITY OR TOWN (if outside corporete limits, write RURAL end give neeres! town) 
We en ive neeyest wie 
ae eS Wiwe: Dosed |7A Re“e4e eR reH 2 MES TANTO. 
> da WE OF IU, OR VS TE f= ‘not in hespitel, give street eddress) | d. STREET ADDRESS @. IS RESIDENCE 
b ob CAR, l ON A FARM? 
ARACLL Co, CE Ay Hof. ves ig No C] 
3. NAMEOF Charles First Midde OtEF@VLGE Lex 4, DATE Month Dey Yer 
DECEASED 


Creer CMa aL LD Sptenge| Stare 9/06 £ oY 36 2 


5. SEX” 6. COLOR OR RACE) 7, aRRieD BRL NEVE ae ~B. DATE OF BIRTH 9. AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS, 


VY ALE. beyy TE WIDOWED DIVORCED Nery, 1G VIEEL Jem cle Ga 9 Pee 


Da. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR Tn 1. BIRTHPLACE (County & Stete, or foreign country) 
dona during most of working life, even if retired) | 


Hours | Min. 


12. CITIZEN OF WHAT COUNTRY? 


in any event, within 72 hours after deat| 


|, cremation, or ES ii 


FALMER, | His own farn |\Carroll County, Md, 
13. FATHER'S NAME : 14, MOTHER'S MAIDEN NAME Zz 
Edward Strevig | Mary Ann Miller 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO. | 7. INFORMANT rt Addr - Te = 
(Yes, no, or unkown) | (If yesaivewarordetes of service)| | 
_No | 213-36=8849A| Mrs, Ada G, Strevig, Westminster, Md, R.D.7 
P18. CAUSE OF DEATH [Entar only one couse per line for (8), (b), end (e).] ~ —“TANTERVAL BETWEEN 


ONSET AND DEATH 


ge a ae CLEMMA ao Li ~ Sea Aree 
Gandhian a Lz ~ 0 AetEkiel CLE4071E Growl AscuAc REeNAd D sep E 2 AS 


g0¥e tise to immodiete couse 
sieting the underlying ( DUE TO 
couse lest. a) 


The law requires that the death certificate be executed within 


retained by the hospital or attending physician. 


TOR: After this certificate has been signed by the attending physician and completely filled itp 
should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


21. 1 certify that (I) (this hospi igi the ee from, that (1) (we) last 


— = 
bel Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e}/ 19. WAS AUTOPSY 
" Ale 

13] 4) < - \ g yes [] no ff 
2 & |2De. ACCIDENT WAS UNDERLYING [] | 2Db, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert J or Pert Il of item 1B.) 

i & | OR CONTRIBUTING ['] CAUSE OF DEATH 

ms & |e ETHER, NOTIFY MEDICAL EXAMINER) 

1¢) & | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, ; 2Df. (City or town) (County) ; (Stete) 
& a finan aera. While __Not While feciory, street, office bldg., ele.) | 

8 z a 19 et work [] et work [7] 

fa 


saw the deceased alive o| ind thai death occured (AN, trom the causes and on the date stated above. 


State Dept. of Health prior to burial 


es) 
ae) 
, a: = aa BIA aes MED. STAFF Kae SreNeD 
at ee lee wick: HYS. — R]-bRECTOR [1] PHYS. [] S/ A fe 
H ei ea { 22c. Hee 22d, ADDRESS 
pol hes TW aace. £0. HESTON TER, LID, 
$28 32 230. BURIAL, fener 23b. DATE THEREOF 23¢. NAME OF CEMETERY ‘OR CREMATORY 23d, LOCATION (City, town of county) {Stete) 
oO MOVAL (Specify! 
oto0ss oO irda ld 4/6/62 __—_—«| Pleasant Valley C Pleasant Valley ,Carroll Co, Md, 
Pe vee 7 2. ERAL, DIRECTOR'S SIGNATURE ADDRESS 25e, REC'D BY REGISTRAR | 256. ae. bet 
15M 9/60 : (chao f Lith, Littlestown, Pa, patcAPR 9 '62 Ontban 2. 


‘ae 


MARYLAND STATE else?! HEALTH—BALTIMORE, 18 
Item 9 Film TFIC. ees mh 
NLE34 CERTIFICATE OF DEATH nee 0. 64.430 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0' 


422.) DUE TO 


INTERVAL BETWEEN, 
ONSET AND DEATH 


pes 
& os, <{1. Le OF DEATH Bs Bae RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 3 <a MARYLAND b. COUNTY 
eee, arrall ““Waryland Carroll 
=, @ (A) b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
r € 4 RURAL ond give nieorest town} : 
‘ 2 Rural Westminster Life X Rural Westminster 
2) \ d. NAME OF HOSPITAL (If not in hospital, give street oddress) { d. STREET ADDRESS e. IS i eH 
& / OR sab ops A FARM’ 2. 
: Route 407 _ Route 407 eo 
o 3. NAME OF First Middle Lost 4. DATE Month Day Yeor , 
= DECEASED | .. FE - OF a 
3 {Type oF print) Lillian G. Tydings DAR gir i). 1 1962 
2 S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED ["] | 8. DATE OF BIRTH a AGE (i apo IF UNDER 1 YEAR| IF UNDER 24 ARS. 
‘ hdoy) | Months] Days | Hours [” ° Min. 
‘ Female | White |woowom onorcmO | 4-16-1893 BBB 
ie 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g weg most of working life, even if retired) oh 
# ousewife Home Maryland USE = é 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 ; ; / 4 
2 Sameul_ Widerman Katherine Grill 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. INFORMANT Address. 
§ (Yes, 10, or unknown) | {IF yer, give war or dates of service) 
= No = - Mr. Ellis Tydings 
2 
a 
fe 
§ 
- 
= 


Conditions, if ony, which bo 
gove rise to immediote | 


couse (0), stoting the under: UENO 


IDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs afte 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 
CS 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


€ 
a 
hoes tying couse lost. © 
Bes ‘A Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Rot 2 PERFORMED? 
$33 < ves] No CK 
203 = ]200. ACCIDENT WAS UNDERLYING E]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
§ & | OR CONTRIBUTING LI CAUSE OF DEATH 
sae © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
655 & [20c. TIME OF INJURY Month, Doy, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
o¢g a Hour 0. m. While Not while foctory, street, office bldg.. etc.) ! 
i 2 pom. 19 Jot work [J ot work CJ ' 
pet sa.) 4 2s 
ee 21. | certify that | Py; 19) is deceased from...‘ f 4f @/f_ pulo- 2k tose SEL af -4S7_ that | last saw the deceased 
3 
a 3 alive on_____ a= 1 _, and i death occurred at__.Z. AM, from the causes and on the date stated above. 
® ADDRESS (Street, city or town, stote) th SIGNED. 
382 st Eas TI U- 
ages SIGNATURE. (a Mo. Atty Z.. Ahn keaa dar fn. a We Ae 
c = 
pe are PHYSICIAN'S 
Zoz2 | PIMReGR a inl Ghent cn ib Ura oe 
& 3 = 720. BURIAL, ee 2b, DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY , town, of county) (Stote} 
> ify) 
zor e Berar” | Y- 1-62. | New Freedom Cemeter Sykesville . Maryland 
2 23. FUNERAL DIRECTOR'S SIGNATURE f ADPRESS 


romero seo 


2b Aegis TRAR'S SIGNATURE 
— ae eer’ 
DATE 


Zs 
=> 
Ra 
a2 
Ears 


 ctuthn 4 Nahe dilecouth Yn 
Y f 


ours after 


4 


# 


‘A the fume 
Tt and 


arbon papers, Pages 
within 72 hours after deatl 


ding physician and completely filled 


it permit. Then please remoye 


ined by the atfen: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any/é 


retained by the hospital or attending physician. 


‘CTOR: After this certificate has been sig! 


= 
3 
2 
2 
5 
3 
x 
ry 
3 
A 
8 
= 
6 
$ 
3 
3 
2 
= 
2 
‘3 
s 
2 
3 
& 
@ 
oe 
= 
< 
19) 
= 
E 
Oo 
o 
& 
e 
E 
iJ 


be 


ad 


‘© FUNERAL D: 
director, page 3 should be detached for use as the burial-trai 


TO HOSPITAL 
death. Page 4 


T 


YR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 04431 


1, PLACE OF ie = — 2, USUAL RESIDENCE (Where deceated lived, It inslitulion: Residence before edmission) 
er EeL Na a. STATE b. COUNTY we 
Carroll MARYLAND Maryland Baltimore City 


b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN {If outside corporate write RURAL and give nearas! town, 
write RURAL and give neerest town) 


_,,Sykesva. 2mo, 3 dys, | _—~Baltimore 18 2 vor 


e_ =" 
. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) d. STREET ADORESS IS RESIDENCE 


Springfield State Hospital 4336 N. Charles Street ves ENO GE 


r3. NAME OF First “Middle ‘Lest 4 DATE Month 
DECEASED 


| __lType or pri Clyde Thoms _ Webster _ |? Z DEATH App ee Soli, 19 ee 
5. SEX 6. COLOR OR RACE|7. MARRIED o NEVER MARRIED |] | 8. DATE OF BIRTH ~|9. AGE (tn yeers |IFUNDERT YEAR| IF UNDER 24 HRS. 
Pe is fast birthdey) |“Months] Days | Hours | Min. 
e White wiowen [¥ pivorceto [] | June 6, 1883 Teas: 
102, USUAL OCCUPATION ‘(Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 11, sIRTHPLACE (County & Stele, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


| Ship etore business _| - | Maryland : U.S.A, 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Noah W, Webster Rosa White 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY N FORMANT — 7 Address 
We no, or unkown) | (Ifyesgivewerordetesofservice)| 


[fc oe ae OG ~ Springfield State Hospital - 
1B, CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).) TEs i pap 
(SET AND DEA’ 
PART I. DEATH WAS CAUSED BY; 
Cy, ImmepaTe caust (e)_Abscess of thigh and Septicenia 

,£ Ja =i _, DUE TO 
Conditions, if eny, which «Unknown organism. 
geve rise to immediete ceuse 
(e), steting the underlying 
couse lest. r = (el 


DUE TO 


| PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “Hfe}| 19, Was "AUTOPSY 
ERFORMED? 


C.B.S, with cerebral arteriosclerosis, with psychotic reaction. ves K] No [] 


1202. ACCIDENT WAS UNDERLYING Gl) 20b. DESCRIBE HOW INJURY OCCURED. (Enter neiure of injury in Pat | or Part Il of item IB.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (He m, | 208. (City or town) (County) (Stete) 
While Not While factory, street, office bldg., etc,) | 
19 et work et work 


MEDICAL CERTIFICATION 


4 Q as: that (I) (we) iast 


62), and that death occured at the | causes and on the date stated above. 


; | TENDING, , TAFF ie ae, Ee 
ATTENDII MED. STA 
PHYS. [1 sopirecror (] PHYS, 4-11-62 


| 22d. ADDRESS 
(Springfield State Hospital, _ Sykesville, Md. 


RIA CREMATION, | 231 YATE THEREOF 23¢, NAME OF CEMETERY MATORY 3d, LOCATION (City, town or Sey {Stete) 
MOVAL (Specify) | 


PT ble (HG 2 soe Kdge Cem \Dkese.tte, ppangladd 
24 FUNERAL DIRECTOR'S ORS DRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Lom G uchaw 1 om Glb 14. Jed > or4pp 1 3-69 Jt St Ha 


\e 


he funeral 
= 


od 


in +. hours after 
Then please remove carbon papers. Pages I ai 


within 72 hours after de; 


6 attending physician and completely filled 


The law requires that the death certificate be executed withi 


be retained by the hospital or attending physician. 


ATTENDING PHYSICIAN: 


w 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO FUNERAL DIRECTOR: After this certificate has been signed by th 
director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 


TO HOSPITAL 


VR AIS (4) 
1SM 7/61 


ay, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


36 CERTIFICATE OF DEATH 04432 


x 


B PLACE OF DEATH 2. USUAL RESIDENCE (Whare daceesad lived, If institution: Residance befora admission) 
e2 STATE b, COUNTY 
Carroll MARYLAND “Waryland Carroll _ 
b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN 1b || c. CITY ORTOWN (Ht outside corporate limits, writa RURAL end giva nearest town) 
write RURAL and give neeres! town) 
Rural Sykesville Life Rural Sykesville _ aa * 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street address) d. STREET ADDRESS e. Pet ra 
| Liberty Road A ‘ Liberty Road ves [] No] 
3. NAME OF First Middie ae ‘es Month Dey ‘Year 
DECEASED 
eI 7 
) NS ae ee Raymond _—- Wetzel Bente Apriigie —. * + 19° 
3. SEX |6. COLOR OR RACE|7, MARRIED [X] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years (IF UNDER 1 YEAR] ft UNDER 24 HRS, 
ts) Oo last birthday) mena] Days | Hours Min. 
Mahe White |weowe[] ovore(]| January 11,18 Foie, a a 
We. USUAL OCCUPATION {Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County ae Stete, of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
| Sve enant ae Gere... Maryl 5 U.S. 8. = 
13, FATHER’S NAME 14, MOTHER'S. Fland NAME 
Albert Wetzel | Genila Cook 
ie WAS, DECEASED bar IN U.S. ES FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT _ Address ry 
es, ‘or unkown) | (Ifyes give werordetesofservice) 
ro) ¥ 218-14-8051 Mrs. Leona Wetzel Sykesvélle, Md. 
"| 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c),._ INTERVAL BETWEEN 


ONSET AND DEATH 


ee |, DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (e)_ eye hey poke ps ty— 
57 x DUE TO ye 7 

Corian oh aby, WHER mi tlss aili Overs, fo 

gave rise to immediote couse il 


(e), stating the underlying DUE TO 


Sigs ma fT iD aaoladr - f-13- be 


Ei 


z ~ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1le)| 19. WAS AUTOPSY” 
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